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HistoricAL REVIEW. 


The history of plastic and cosmetic surgery is 
largely the histery of surgery itself. As blood-let- 
ting was, in the middle ages, in the hands of the bar- 
ber, so one of that worthy craft, Pfolsprundt, ante- 
dated, as an author and practioner, by several hun- 
dred years, the more scientific Tagliacozzi. 

Surgery is usually regarded as a modern science, 
yet the ancient Hindoos, perhaps two thousand years 
ago, performed many difficult operations as success- 
fully as we perform them new. Particularly is this 
true of some forms of plastic surgery and skin- 
grafting. It was the custom in India ta punish cer- 
tain officers by cutting off the nose. Consequently 
there appeared at an early date men skilled in plastic 
surgery, who belonged, strangely enough, to a low and 
despised class, the tile maker’s caste. Their work 
is said to have been excellent, even superior in some 
respects to that done at the present time. One of the 
most remarkable achievements of these pioneers in 
surgery was the replacement of the nose by a graft 
from the thick skin of the gluteal region, a feat 
which even now cannot be repeated with certainty. 
When we consider that the subcutaneous fat was in- 
cluded and that no support could have been had from 
underlying tissues, the success obtained seems little 
less than marvelous. The temptation is great to 
ascribe some virtue to the secret “cement” employed, 
but we know so little of the actual technique that 
speculation in this line is not of much value. 

It was once thought that pieces of skin transplanted 
from one individual to. another grew vigorously or 
withered as the original possessor’s health became 
good or bad. Hence, it may be imagined that the 
man bearing such a graft must often have been very 
solicitous as to the physical welfare of the donor. 
It is probable that skin grafting, like some other arts, 
was largely lost sight of doing in the middle ages; 
but occasional accounts of isolated cases have been 


preserved. It is related by Sancassani (1731-1738) 
that a female street vendor, in order to prove the ef- 
ficacy of a certain salve, was accustomed to cut a 
piece of skin from her leg, pass it around the audi- 
ence on a plate, and then replace it in its original 
position, covering it with the salve. Such perfect 
union took place that the site of the operation was 
hardly discernible. 

About the eighteenth century some accounts of 
the Indian methods of grafting were brought to Eu- 
rope by travellers. The statements, however, were 
credited by few, and those who did believe were 
generally disappointed when they tried to. experiment 
themselves. 

In the middle ages surgeons were craftsmen and 
received no learned degrees, either in Germany or in 
other countries. In Germany the treatment of all 
external diseases was in the hands of the surgeons 
or wundaerszte, barber surgeons. To this class of 
practioners belonged Heinrich von Pfolsprundt, who 
lived about the middle of the fifteenth century. A 
work entitled “Buch der Buendth-Aertznei”—which . 
means directions for bandaging—attracts our atten- 
tion, not only because it was the first surgical treatise 
written in German, but on account of its contents. 

Had this velume, which was composed in 1460, 
thus antedating that of Hieronymus Brunschwig by 
thirty-seven years, become known when it was writ- 
ten, history would have accorded Pfolsprundt the 
honor of being the first author to describe the Italian 
operation of rhinoplasty to which the name of Tag- 
liacozzi has been attached ever since the latter fur- 
nished a description of it one hundred and twenty-six 
years after this German work was written. 

Concerning Pfolsprundt’s technique in plastic sur- 
gery, the author says: He describes how to perform 
only two bleody operations, namely, for hare-lip, and 
for restoring a lost nose. His directions for operat- 
ing on hare-lip are simple and to the point. The 
armamentarium consists of a sharp knife or scissors, 
wherewith to freshen the edges some distance from 
the margin, and if necessary the wound is made 
larger in order to secure the accurate approximation 
of the wound surfaces, which are held together by 
sutures ; and if a suture is inserted on the inner side, 
the union becomes still more accurate. 
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From the historical standpoint the description of 
rhinoplasty forms the most important chapter of the 
book because it is the first description of the pro- 
cedure concerning which neither Branca, the inven- 
tor, nor his son Antonio, who modified it, nor any 
contemporary, has written. 


Branca, a surgeon living in Catama, Sicily, during 
the first half of the fifteenth century, was undoubted- 
ly the first to restore noses that had been lost by 
traumatism. He took the flap either from the fore- 
head or from the cheek, for “ex ore” might mean 
either. Antonio, the son, formed the nose out of the 
skin of the upper arm and added cheilo-and oto- 
plastic work. Whether Branca invented the pro- 
cedure or whether he learned of the performances 
of the physicians of East India, who practiced rhino- 
plasty from the remotest times, is a question the dis- 
cussion of which has produced literature of no mean 
proportions. 


Pfolsprundt’s description of the operation is as 
follows: First a model of the proposed nose is 
made of parchment or leather, the same size as the 
lost member. This model is laid upon that part of 
the upper arm which, by raising, and approximating 
the arm to the face has been found to be the most suit- 
able, and then the outlines of the model are traced 
upon the skin with ink or some other coloring ma- 
terial. The portion of the skin thus marked is sep- 
arated with a sharp knife from above downward, so 
that the lower portion which will serve as a bridge 
or pedicle, extends the width of two fingers beyond 
the lines of the model. This portion of the skin is 
not severed; it remains attached. Then the arm is 
brought up over the head and the flap is united with 
the surface of the nose by sutures, and the arm and 
head immobilized by means of bandages. On the 
eighth or tenth day after union has occurred, the 
pedicle is severed in such a manner as to furnish a 
flap of sufficient size to unite it with the upper lip 
and to furnish the two nasal openings. The skin is 
properly trimmed, and by freshening the upper lip 
the pedicle is attached to it. Two quills covered with 
wax are then inserted into the nasal openings. The 
nose is moulded inte proper shape by pressure made 
with appropriately weighted small bags. The com- 
fort of the patient is greatly conserved by making the 
flap sufficiently long. 


After cicatrization of a wound, following the loss 
of the nose, Pfolsprundt advises converting the scar 
into a fresh wound. His method is that of Antonio 
Branca, who first advised using the skin of the arm. 
Who taught our author this method, he divulges only 


in so far as he tells us he learned it from a Walen, 
i. e., a Welshman—an Italian, who had helped many 
people and had earned much money by it. 

In delving into the history of plastic surgery, the 
name of Gaspard Tagliacozzi is frequently and inti- 
mately associated with rhinoplasty. He was born in 


Bologna in 1546 and occupied the Chair of Anatomy | 


and Surgery in the University of Bologna for thirty 
years. His only work was published in 1597 at 
Venice. He gives credit to no one devising the opera- 
tion of restoring the nose, but says the process of 
grafting trees inspired the idea and contends there 
is no part of the body better fitted to replace the lost 
part than the skin of the arm. 


He considers the possibility of obtaining the flap 
for restoratien of the lost nose from another person, 
but says this is not always successful because it is 
impossible for two persons to be fastened immobile 
for so long a time as is required. He maintains that 
his method of operating is free from all danger to a 
non-cachectic patient. He describes what he calls 
the different degrees of mutiliation, and the difficuli- 
ties of restoring the lost part. He discusses the 
preparation of the patient, the instruments, the 
patient’s clothing, his assistants and the operation it- 
self. In order to render the part from which he ob- 
tained his flap more mobile, he pulled upon the skin 
over the biceps several times with his fingers, then 
caught the skin between a large flat fenestrated pin- 
cers, plunged a bistoury through their fenestrae, and 
cut the skin through the part exposed by the fenes- 
trae. He then passed a bandage through the wound, 
carefully raised the pincers, and daily drew the band- 
age as a seton through it. When this bridge of tis- 
sue became strong and firm enough, through the em- 
ployment of reporcussion, antiphlogistics, astringents, 
etc., and all symptoms of irritation had subsided, 
which usually occurred about the fifteenth day, he 
cut through the upper part of the bridge of tissue. 
The flap was then turned over and the wound treated. 
“They say,” Tagliacozzi remarks, “that it is better to 
detach the flap on three sides, as it saves time for 
and avoids pain to the patient, but the flap retracts 
too much and easily becomes gangrenous”. 

When the flap of skin, which he calls “progago”, 
had cicatrized, he proceeded to fasten it to the nose. 
After the patient’s head and beard had been shaved 
he was clad in a shirt, with a hood which fitted him 
perfectly. The complicated bandage which was to 
keep the arm and nose in juxtaposition was also put 
in place ready to be applied. The surgeon then scari- 
fied the stump of the nose with a bistoury and sharp 
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forceps, so as to make an even wounded surface. A 
piece of paper was cut the same size and form as the 
facial wound and placed upon the flap which, after 
its under surface was scraped, was cut according to 
the paper pattern. Interrupted sutures of waxed 
thread were then passed through the flap and the 
stump of the nose, the arm lifted to the nose and the 
sutures tried—the sutures being farther apart on the 
stump than on the flap. The bandage was then fas- 
tened in place. 


When cicatrization had taken place between the 
flap and the stump, which usually occurred about the 
twentieth day, Tagliacozzi removed the bandage and 
cap, and while his assistants held the patient’s arm, 
he cut the flap at its base away from the arm. At the 
same instant the new nose became white and cold, 
“but”, says he, “this phenomenon need not occasion 
any uneasiness”. While his assistants dressed the 
arm wound, hot fomentations and a four-tailed band- 
age were applied to the nose. 


About the fifteenth day, when the nose was firmer, 
he measured the length of one-third of the face which 
is about the average length of the nose and marked 
with ink the future tip and the lower borders of the 
alae and septum. After cutting out an opening in 
the flap for the nostrils and making a small flap for 
the lower end of the septum, tents soaked in white 
of egg were introduced into the nostrils. Cicatriza- 
tion of the nostrils usually took place anywhere from 
the twenty-first to the forty-first day, when the opera- 

. tion upon the septum was performed. The stump of 
the septum and under surface of the flap for the sep- 
tum were scarified and sewed together with curved 
needles. The sutures were usually withdrawn on the 
fourth day. 


He placed tubes made of lead, silver or gold in 


the nostrils, and covered the nose with caps of the. 


same material which could be lined with cloth in win- 
ter. The tubes and cap were fastened together and 
the patient was compelled to wear them for twa years, 
though sometimes permitted to lay them aside during 
the day or in hot weather. It was considered bene- 
ficial to expose the nose to the sun’s rays which tend- 
ed to give it a natural color. Application of turtle- 
bile was considered the best means of effacing the 
cicatrices. “It is possible to restore the lips in the 
same manner”, adds Tagliacozzi, “but the flap of in- 
tegument for the lower lip should be taken from the 
forearm, and if it is for the ear, it should be taken 
from behind the ear”. 

John Baptiste Van Helmont, the Flemish chemist, 
relates the case of a native of Brussels who had a 


new nose made by Tagliacozzi at Bologna from the 
arm of a street porter, and that he lost it three months 
after his return to Brussels, at the instant the street 
porter died at Bologna. “This example”, he remarks 
naively, “proves up to what a distance magnetism 
and sympathy can act”. Samuel Butler alludes to 
this example of plastic surgery: 

“So learned Taliacotius, from 

The brawny part of porter’s bum, 

Cut supplemental noses, which 

Would last as long as parent’s breech 

But when the date of Nock was out 

Off dropt the sympathetic snout”. 

It may be seen from the above historical notation 
that plastic surgery in the 15th century was as abun- 
dant in failure as successes, not unlike corresponding 
results of the 19th century. 

As Togliacozzi’s name was intimately associated 
with plastic surgery of the midtimes, so India and 
Indian surgeons are historically connected with its 
birth. 

The origin of both plastic and cosmetic surgery is 
of the greatest antiquity, being referred to even in 
the Ayurveda of the Hindoos. 

No mention is made of restoring the loss of a nose 
by any European or Arabian writer from Galen’s 
time to 1295, when Lanfranc of Milan came to Paris. 
Lanfranc states: “They tell of the nose being com- 
pletely detached, the patient carrying it in his hand 
and that after his nose had been fixed on the wound 
cicatrization occurred; but this is a signal lie be- 
cause the spirit which presides over life, nutrition, 
and motion is instantly removed from that part which 
is separated from the body”. He admits, however, 
the possibility of restoring by bandages or ligatures 
a nose that is still partially attached to the face. 

Peter Ranzano, Bishop of Lucera, recites the fol- 
lowing in the Annales Mundi (1442): “At this time 
there flourished a Sicilian named Branca, the first 
surgeon of the world, for he had discovered a thing 
very amazing and unbelievable—the means of re- 
pairing the loss of a nose. Gourmelin credits Branca 
with being able to restore a lost nose by taking the 
needed material either from the patient’s arm or the 
nose of a slave. Branca’s son perfected this opera- 
tion. This new art probably came to Sicily from the 
East Indies, and not from the Arabs, as no mention 
is made of rhinoplasty in their writings. Ranzano 
declares the elder Branca originated the operation. 
From Sicily the art passed into Calabria, the adjacent 
Italian province, where it was practiced by a family 
named Vianeo, or Bojano. Vincent Vianeo of Maida 
was probably the first to perform the operation in 
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Italy. After his death his son Peter and nephew 
Bernardin continued to do it, and enjoyed such a 
reputation at Tropea that their work was designated 
Magia Tropoeensium. 

In the second decade of the 19th century reports 
of successful operations by Carpue in England and 
C. Graefe in Germany aroused the attention of sur- 
geons. Lucas learned frontal rhinoplasty from In- 
dian operators and practiced it successfully before 
Carpue’s book appeared. 

Reconstructive surgery was studied first to replace 
mutilated noses and received impetus from non- 
medical literature. Ferriar in 1798 published Jllus- 
trations of Sterne with other Essays and Verses 
and describes at length an operation of rhinoplasty. 
About the same time (1794) the Gentleman’s Maga- 
zine, Pennant’s Views of Hindustan and Madras Ga- 
zette all gave accotints of new noses constructed to 
relieve disfigurements so common in India. 


Reverden in 1871 proposed skin grafting to cover 
ulcers and granulating wounds. Hauff also dis- 
covered that small pieces of skin would serve as cen- 
ters of epithelization, and heal ulcers previously con- 
sidered incurable. Thiersch, in 1886, went further 
and transplanted large pieces of the upper layers of 
the skin. Wolfe, a Glasgow surgeon, performed skin 
grafting without a pedicle, especially to restore eye- 
lids. Hiiter even used hairy flaps to repair eyebrows. 
Ollier showed that raw surfaces of bone would unite. 


In perusing the literature of this subject one is 
struck chiefly with the lack of appreciation of the 
need for a lining membrane for all mucous membrane 
cavities. Not until Keegan’s time was it given any 
prominence, and perhaps even he did not appraise it at 
its full value. And so it is that the various classical 
methods take their name from the covering flap em- 
ployed. In actual fact, except that forehead skin 
most closely resembles nose skin, the origin of the 
covering is the least important part. 


Hoffacker (1828) reported sixteen cases of noses, 
lips and chins sliced off at Heidelberg duels, that 
united after reparation. In one case the amputated 
organ had to be rescued from a dog. Cut off noses 
in India could be replaced so successfully that, when 
criminals or enemies were mutilated, the neses were 
thrown into the fire. 

American surgeons took up the practice through 
Miitter’s influence. Roux thought the possibilities 
endless. By the middle of the 19th century unpedi- 
cled skin was used for making a new nose. The tis- 
sue was usually taken from the buttock of the patient. 
Biinger apparently was the only European who was 


successful with this method. Miter, destined to 
fame, about 1837 published in the American Journal 
of Medical Sciences an article on “Cases of Auto- 
plastie”, detailing operations on deformities of the 
mouth and nose. Five years later he pulished in the 
same journal “Cases of Deformity from Burns Suc- 
cessfully Treated by Plastic Operations’. Joseph 
Pancoast, of Philadelphia, and J. Mason Warren, of 
Boston, are also entitled to the credit of introducing 
reparative surgery into American practise. Their 
success was ridiculed in many European publications. 

As in rhinoplasty, so in the rest of present-day 
plastic work ,the principles laid dewn by the fathers 
of surgery are found still to be of general application. 
There is hardly an operation—hardly a single flap— 
in use today that was not suggested a hundred or 
more years ago. 

As an age creates a genius, and necessity produces 
invention, the world war with its grievous injuries 
again created a demand for constructive surgery, 
plastic in character and often cosmetic in type. Large 
hospitals were established in all the warring countries 
and the work in special institutions was devoted en- 
tirely to plastic surgery of the face. Some of the re- 
sults obtained are only comparable to jewels lost in 
the sea, for in the stress of work and over-work, little 
time was found for records. In this brief historical re- 
view, therefore, the authors have omitted many names 
famous in this technical branch of surgery, but they 
will be referred to in succeeding chapters in connec- 
tion with their particular labors. 

(To be continued) 


WASSERMANN CONTRADICTIONS. 


The Wassermann test and the gonorrhea fixation 
test should be made by at least three serologists work- 
ing independently ; the serum should be taken simul- 
taneously and sent to the different laboratories under 
identical conditions; one serologist is not to be de- 
pended on, however capable he may be. 

Three serologists will agree in approximately fifty- 
three per cent. of Wassermann tests and approxi- 
mately forty-two per cent. of gonorrhea fixation 
tests. That is, the chances are about fifty-three in a 
hundred that three serologists will agree on any given 
serum. Curiously enough they are more likely to 
agree in the negative cases than in the positive cases. 
Probably the serologists can say why that is so. At all 
events, it is well to devote more study to the clinical 
features of our cases and trust not quite so implicitly 
on our laboratory workers for our diagnosis—- 
ApraHAM L, Worzarst in the New York Medical 
Journal, 
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SURGICAL DIATHERMY. 
Gustav KotiscH_Er, M.D., 
Curcaco, IL. 


The destruction of tumors by heat is gaining 
ground. This is especially. true of tumors whose 
bloody extirpation on account of peculiar conditions 
outweighs in danger the possible benefit, or primarily 
inoperable tumors, or cases of relapse, the extent of 
which permits of, palliative intervention only, and 
finally in instances in which experience has proven 
that primary and remote results obtained by heat are 
more favorable than after the operation with the 
knife, as for instance in tumors of the urinary 
bladder. 

Surgical diathermy or electrocoagulation is called 
the desiccation of structures by the heat produced 
through the resistance offered by the tissues to high 
frequency currents sent through them. This method 
has decided advantages over the application of heat 
by means of the galvanccautery, the soldering iron 
or the Paquelin cautery. Electrocoagulation proceeds 
smoothly without any interruption by cooling off, as 
in the use of the active cautery, its power field can 
exactly be determined by gauging its penetration at 
the choice of the operator. This is made sure of by 
empirically testing the electrodes in connection with 
the measuring appliances connected with the diather- 
mic apparatus, permitting of an exact grading of the 
amperage and voltage brought in force during action. 
Electrocoagulation produces immediate sealing of 
the lymphatics and cavernae of the tissues adjacent to 
the desiccated area, thus preventing any dissemina- 
tion of tumor cells. This, together with the form of 
destruction, does away with the danger of producing 
enteral ulcers, so frequently observed after extensive 
burning with the active cautery. Electrocoagulation 
furnishes another advantage by being the best pre- 
cursor to radiotherapy. While occasionally the ex- 
posure of a malignant tumor to therapeutic rays ex- 
cites uncontrollable luxuriation of the growth, such 
an untoward effect is never observed after prelim- 
inary electrocoagulation. 

In order to prevent the conveying of electric shocks 
the patient and operator are insulated by rubber mats, 
placed under the body of the patient and underneath 
the operating table, so that the operator and his assis- 
tants stand on this rubber carpet. This is especially 
important, if one uses a diatherm that is grounded 
by cable connection with a radiator or waste pipe. 
All diathermic apparatus are provided with a foot 
switch, enabling the operator to freely use both hands 
during the operation. 


The active electrodes are gold-plated brass discs 
of various sizes, to be connected with threading to 
the handles of vulcanized rubber. These connections 
place the electrodes either straight or at right angles 
to the shaft of the handles. For intralaryngeal use 
the active electrode is fastened to a flexible thick cop- 
per wire insulated by rubber tubing. 

For the purpose of coagulation the high frequency 
current is either sent through the tumor by using two 
active electrodes of equal size, between which the 
tumor is caught at various angles, or one large in- 
different electrode is placed somewhere upon the sur- 
face of the body and the small active electrode is 
brought in contact with the growth in order to coagu- 
late at the area desired. The inert electrode consists 


Fig. 1. 
ing.) 


Coagulation of tongue. (Semi-schematic draw- 


of a leaden plate, either disc-shaped or quadrangu- 
lar, having a diameter of twenty centimeters. Its 
surface, to be placed on the patient’s body, is either 
covered with loofah or with thick layers of gauze, 
which covering is saturated with salt solution before 
application. Such an electrode is pliable and may 
easily be adjusted to any part of the body. It is im- 
portant to keep the padded surface in intimate con- 
tact with the patient’s body, to prevent any burning 
or perforation of the skin by sparks which may occur 
if this intimate contact is interrupted in spots. The 
application of surgical diathermy is very painful and 
therefore will as a rule call for general anesthesia. 
Only in very superficial lesions and in the larynx 
local anesthesia may be used to advantage. For elec- 
trocoagulation on the head or inside the oral cavity 
rectal anesthesia is preferable. In this way ignition 
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of the ether vapors by an occasional spark is avoided 
and the inconvenience of interrupting the operation 
during administration of the anesthetic is done away 
with. For operations inside the mouth, fauces or 
larynx it is expedient to have the patient in a sitting 
posture, 

In electrocoagulation one always must be careful 
to avoid the production of sparks, because the inten- 
tion is to. desiccate the tissues and not to burn and 
comminute them. The appearance of sparks indicates 
either interruption of the intimate contact of the 
electrode with the tumor or the employment of too 
much current; either has to be corrected as soon as 
discovered. 

While operating on the lips or cheeks or the 
fauces, the teeth and the jaw bone have to. be pro- 
tected by wooden or fiber retractors or hard rubber 


dermal aspect of the tumor. The diameter of the 
electrodes is chosen according to the size of the 
growth. The coagulation is continued until the whole 
affected area is transformed into a hard crust. 
One should not be afraid, in case of such necessity, 
to produce large defects in lips or cheek. Coagula- 
tion extending into the apparently healthy tissues 
around the growth is one of the safeguards against 
relapse. It is remarkable how quickly extensive 
losses of substance are reduced to insignificant in- 


dentations by the drag of the cicatrization, the latter 


utilizing the mobility of the adjacent covering of the 
facial skeleton. In case of need a plastic operation 
may always be resorted to, after the cicatrization is 
solidified and after proper raying has followed the 
coagulation. 

In carcinoma of the tongue the jaws are kept 


Fig. 2. Coagulation of portio. (Semi-schematic draw- 


ing. ) 


caps—an omission of this precaution may be followed 
. by loosening and loss of teeth or even by necrosis of 
the processus alveolaris. The loosening and slough- 
ing off of the diathermic scab requires from eight to 
sixteen days according to the depth of the coagula- 
tion. Underneath the scab there appear healthy 
granulations. The epithelization of these areas pro- 
gresses rapidly, especially on mucous surfaces. Oc- 
casionally the restitutio ad integrum of extensive 
skin defects has to be supported by Thiersch trans- 
plantation. 

Epitheliomata of the lips and cancroids of the 
cheek furnish excellent opportunities for surgical dia- 
thermy. After proper protection of the adjacent 
structures a labial tumor is caught between two ac- 
tive electrodes, placed at right angles to the handles. 
In the same way cancroids of the cheeks are attended 
to, one electrode placed against the oral surface of 
the tumor, the other being pressed against the epi- 


Fig. 3. Coagulation inside of rectal ampulla. (Semi- 


schematic drawing.) 


apart by an adjustable gag; the tongue near its root 
is seized by a stout guy thread and pulled forward. 
Then between two active electrodes the coagulation 
is accomplished, after which the guy thread is re- 
moved. In case the malignant involvement extends 
to the floor of the mouth, after diathermy of the 
tongue is accomplished, one changes to the unipolar 
method. An inert electrode is placed somewhere on 
the body of the patient and the floor of the mouth is 
coagulated to the necessary extent with a stencil- 
shaped active electrode. In malignant tumors of the 
fauces the electrocoagulation is accomplished again 
by the unipolar method. Although, as a rule, there 
is not much reaction, in extensive tumors a tracheo- 
tomy may precede the diathermy in order to prevent 
the fatal consequences of an edema of the epiglottis. 
The canula is removed and the tracheal wound per- 
mitted to heal, as soon as the scab begins to loosen. 
The palliative results of this interference are very 
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satisfactory. By reducing the tumor or tumors to a 
crust, breathing and swallowing are again made easy ; 
the patients and their surroundings are no longer an- 
noyed by the pestilential exhalations of the decaying 
growth, and the general condition improves rapidly. 
If necessary, the whole procedure may be repeated. 
During the period of sloughing the fauces and oral 
cavity are regularly irrigated with a mild solution of 
permanganate of potash. In intraoral tumors elec- 
trocoagulation is of prime importance for the ap- 
plication of therapeutic rays. It is just in tumors in 
this location, in which so often a stimulation by the 
therapeutic rays is observed, if they were applied 
without previous desiccation. 

Extensive cancroids of the skin of the neck, which 
become particularly vicious when they invade the 
scalp, resist as a rule any therapy except electrocoag- 
ulation. Pfaelzer has called attention to the favorable 


Fig. 4. Monopolar coagulation of bladder tumor. (Semi- 
schematic drawing.) 


results that obtain in these afflictions through the com- 
bination of diathermy and x-ray therapy. In. these 
instances electrocoagulation is executed at best in this 
way: an inert electrode is placed on the patient’s 
body and an active electrode is used a stencil-shaped 
electrode carrying a rather large disc. This active 
electrode is used like a flatiron, coagulating the entire 
pathologic area of such an ulcus rodens. This is fol- 
lowed by intense raying. Occasionally suspicious ir- 
regular granulations will crop out again in some 
spots; immediately after their discovery they are 
again submitted to diathermy. 

The mode of applying diathermy to the cancer of 
the portio vaginalis cervicis depends on how much is 
left of the cervical cone and whether it is still pos- 
sible to dislocate the uterus downward. Both these 
items are ascertained after the cervix is cleared by 
the insertion of fiber retractors in the vagina. If con- 
ditions permit, the cervix is seized by vulsella and 
pulled downward. After the usual encircling incision 


the bladder is pushed upward as far as possible and 
held in this position by a trowel-shaped retractor. 
This is done with the Douglas attachment. The portio 
is now caught in turn in its antero-posterior and 
frontal diameters between two active angular elec- 
trodes and thoroughly coagulated. If the portio is 
replaced by a carcinomatous crater monopolar dia- 
thermy is employed, the crater, parametrial and va- 
ginal infiltrations being included in the coagulation. 
In either case radiotherapy follows this intervention. 

Cancers of the rectum, either inoperable when dis- 
covered or inoperable relapses after operation, offer 
good opportunities for palliative relief by diathermy. 


Fig. 5. Coagulation of axillary glandular tumor. (Semi- 
schematic drawing.) 


The ampulla is opened and the tumor exposed by the 
insertion of a three-bladed speculum. Then by 
monopolar application of the current the mass within 
reach is thoroughly coagulated. In some instances 
after the reaction has passed other carcinomatous 
regions come into view and are handled in the same 
way. Relief is furnished in various directions. The 
pain, hemorrhage and offensive discharge are immed- 
iately stopped and the mechanical obstruction is done 
away with. By the combination of electrocoagulation 
and radiotherapy symptomatic results are obtained 
that in a good many instances may persist for quite 
a long period. In cases of vesical tumors if diathermy 
within the opened bladder is decided upon, whether 
the bipolar or monopolar mode of electrocoagulation 
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is applied, will depend upon the character of the tumor 
and upon the available space, both items to be decided 
after the interior of the bladder is exposed by supra- 
pubic cystotomy and insertion of the non-conducting 
retractors. Previously to the operation a Barnes bag 
is inserted into the rectum in men, into the vagina in 
women, and distended by the injection of 200 cc. of 
water. This serves to elevate the base of the bladder 
and to make this area of the viscus readily accessible. 
Incidentally it may be mentioned that this rubber bag 
emanates a characteristic odor when heated to a de- 
gree that is not yet deleterious to the tissues—if dur- 
ing the process of electrocoagulation this odor is per- 
ceived, it has to be taken as a sign that the action of 
the current is approaching the vesico-vaginal or vesi- 
co-rectal septum and further penetration may lead to 
a perforation and the formation of a fistula. 


If a tumor presents a well-defined pedicle and a 
bushy, deridritic crown, this latter part is first super- 
ficially coagulated by the monopolar method. This 
prevents hemorrhage and the dissemination of tumor 
cells during the handling of the growth. Then the 
top of the tumor is seized with a fenestrated forceps 
and lifted upward. In order to avoid changing of the 
electrodes, the stretched pedicle is severed with a gal- 
vanocautery close to its base. Then the stump and the 
surrounding area are coagulated by the stencil elec- 
trode. If a tumor has a rather massive pedicle or if 
a sessile tumor stands out in relief, protruding into 
the vesical cavity, then the whole procedure will be 
shortened if the pedicle or the prominent part of the 
sessile tumor is coagulated by the bipolar method. 
This, of course, is possible only in case sufficient 
space is available for the application of two opposite 
active electrodes. After coagulating the pedicle or 
the protruding part of the tumor the base again is 
treated with the stencil-shaped electrode. If lack of 
room excludes the use of two electrodes or if an in- 
filtrating tumor is the operative object, the whole 
tumor mass and its base are coagulated by the mono- 
polar method. If the coagulation has to extend over 
a small area only, the bladder may be completely 
sewed up after the coagulation is finished. Spontane- 
ous urination and eccasional flushings suffice for the 
removal of the slough. In extensive cases the usual 
suprapubic syphonage is employed. In either instance 
the electrocoagulation is followed by placing radium 
or mesothorium in the bladder. 

Prostatic cancers fall within the realm of surgical 
diathermy if the mechanical obstruction and hemorr- 
hages cannot be controlled by radiotherapy or if the 
intracapsular tension due to rapid growth of the 


tumor causes unbearable pain. The prostatic pro- 
trusion is exposed by suprapubic cystotomy and after 
proper clearance with non-conducting retractors is co- 
agulated by the monopolar method. Then suprapubic 
syphonage is established. After removal of the 
drainage tube radiotherapy is applied through the ab- 
dominal fistula. The percentage of good palliative 
results is favorable. 

It remains to mention three cases in which electric 
diathermy furnished symptomatic relief, after all 
other means had failed. All three were glandular re- 
lapses in the axilla following the attempt at cleaning 
out the lymphatics in the axilla incidental to the so- 
called radical operation for cancer of the breast. The 
interference with the circulation produced enormous 
swelling of the arm and hand, while the involvement 
of the nerve plexus caused excruciating pains, which 
even huge doses of opiates failed to relieve in the 
slightest degree. As a last resort the axillary tumors 
were coagulated between two very large active elec- 
trods. While, of course, no cure was expected or ac- 
complished, the suffering of the patients was relieved 
to such an extent that moderate enjoyment of life was 
again made possible, and restftl nights were restored. 


SOME PHASES OF LEG ULCER* 
Louts Carp, M.D., 
Instructor in Surgery, College of Physicians and 
Surgeons, Columbia University. 
New York. 

The subject here considered is an old and familiar 
one, perhaps even a tiresome one; yet the last word 
upon it has not been uttered. Certainly chronic leg 
ulcers are rather loathsome, repellant and ennuyant 
to the practioner, because of which so. little surgical 
principle is applied to their management. How fre- 
quently do we see dressings with many ointments in- 
termixed, a “hit or miss” unguent, with no logical 
basis. And furthermore, you may have experienced 
the reprehensible practice of a physician inquiring of 
the patient what color salve he liked and, after spread- 
ing it on a piece of gauze, allowing him to be his own 
dresser! It is this indifference, shared by patient 
and physician alike, which, in a great many instances, 
has made ulcers really chronic and sent many of our 
patients adrift. 

It is fair to assume that a condition which is so 
common, painful, distressing, and disheartening, 
should arouse in us a great desire to cure a malady 
that has often taxed the skill of dermatologist, intern- 
ist, and surgeon alike. If we carefully consider why 


_*From the surgical dispensary of The Presbyterian Hos- 
pital and The Good Samaritan Dispensary, New York City. 
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this task, wrengly assumed, thankless, makes us 
panic-stricken and gives us a hopeless sensation, it 
will readily be seen that it is for the same reason that 
the patient continues a patient, viz: failure to cure. 


If every sort of measure, whether based on empiric- 
ism or en theory, has been exhausted in these many 
years, what follows can represent nothing very new 
and startling. It is solely the result of daily observa- 
tion and treatment of a large series of cases with that 
care and individual attention a surgeon applies to any 
major task, 


It seems advisable to briefly consider the causes of 


Fig. 1. Mr. E. G., age 62. An annular ulcer of four 
years’ duration in a patient with varicose veins and cardio- 
nephritis. 


Those predisposing are age, sex, occu- 
The 
local circulatory predisposing causes may be found 
in the arteries, veins or lymphatics. The exciting 
causes are trauma and infection. The fourth and 
fifth decades of life are most favorable to the pro- 
duction of ulcer. It is my impression that its inci- 
dence is greater in females than in males. Occupa- 
Those who stand all 
day, with very little exercise to increase the peri- 
pheral circulation, are more prone to leg ulcer. To 


leg ulcer. 
pation, social and constitutional conditions. 


tion is an important factor. 


cite, a motorman is more apt to varicose veins and 
circulatory disturbarces than a conducter who walks 
back and forth in the car. Any condition that contri- 
butes to changes in the peripheral arterial wall or its 
lumen is contributory to the production of ulcer. 
Varicose veins, phlebitis, and obstruction te return 


venous circulation are perhaps the most frequent etio- 
logical factors productive of diminution of the nutri- 
tion to the superficial tissues. So a locus minoris, re- 
sistentiae, trauma and infection, are enough to pro- 
duce an ulcer. No consideration will here be given 
to ulcers resulting from diabetes, typhoid, tuberculo- 
sis, syringomyelia, syphilis, or tabes. Our concern 
will be with that type of ulcer that most frequently 
causes failure to cure, and tests our patience to the 
utmost—the chronic, indolent ulcer; that one which, 
in the greatest percentage of cases, is caused by cir- 
culatory disturbances, arterial or venous, more com- 
monly venous, and sometimes a combination of both. 


Fig. 2. Tremendous productive periostitis in patient of 
Fig. 1. 


It is an ulcer that occurs in one of the crural or mal- 
leolar regions of the leg, and may be annular, serpi- 
ginous, or punched out. Its base is very sluggish, 
may be covered with a grayish exudate, or have a dull, 
glossy appearance. The extent of granulations is re- 
tarded or excessive, the edges are rolled in and in- 
durated, and the surrounding tissue is pigmented, 
hard, and sometimes very tender—all these being 
phases of accompanying eczema and cellulitis. 

How are we to cure such an ulcer? We must set 
out with a full determination to heal; we must have 
our hearts in the case. The co-operation of the patient 
is absolutely essential, but unfortunately, in most in- 
stances, his economic status is such that instructions 
cannot be carried out to the letter. Any etiological 
factors that might predispose to the prolongation of 
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the life of the ulcer must, of course, be dealt with. 
The ideal initial treatment is to put the patient to bed, 
but circumstances often forbid this, and then the case 
must be treated ambulatory. The patient should be 
encouraged to improve his general hygiene, to keep 
his body as clean as possible, to wear shoes with up- 
pers that in no instance will cause any undue pres- 
sure, and to lay aside garters. 

Granted that the case is one that cannot be treated 
in the ideal manner, how should the ulcer be attack- 
ed? Foremost is the question of infection. In any 
ulcer that is at all infected, and most of the type al- 
luded to are, epithelization takes place with difficulty. 


Fig. 3. Mrs. R. S., age 50. A crural ulcer of seventeen 
years’ duration shown healed after six weeks. 


To facilitate this, I emphasize a practice that has 
served we well in every case of leg ulcer, to scrub the 
granulations thoroughly with either soft or neutral 
soap. Even though this procedure might at first seem 
harsh and cause the patient pain, in a short time he 
becomes so accustomed to it that if this part of the 
treatment is overlooked he considers it an error of 
omission. It goes without saying that mechanical 
cleansing of any infected area reduces the bacterial 
count. But this is not sufficient. The surrounding 
skin is continually infected from the ulcer, and vice- 
versa, the ulcer from the skin, a vicious cycle. There- 
fore, it is very important to cleanse the ulcer and sur- 
rounding skin simultaneously. The additional 
cleansing agents for the skin are benzine, alcohol, and 
ether. Quite naturally our thoughts would next turn 
to the use of antiseptics. At our command we have 
caustics, lotions, ointments, and powders. It is well 


known that a countless number of these remedial 
agents has been used. The last recommended, I 
understand, is an ointment containing pituitary ex- 
tract. From now on it becomes a question of the use 
and not the abuse of antiseptics. 

There is this surgical principle to be considered, 
that an ulcer of the type under discussion cannot be 
sterilized and cured all at once. Non-appreciation of 
this fact is, I believe, a pitfall to many. In the use 
of an antiseptic by which it is attempted to sterilize 
the surface of an ulcer in toto, it will readily be real- 
ized that tissue must be killed, and that wherever this 
happens there is produced a favorable medium for 


Fig. 4. Chronic bone abscess at lower end of fibula in 
patient of Fig. 3, with additional bone changes. 


the growth of bacteria. With this in mind, and from 
many unpleasant experiences, I have abandoned the 
use of pure carbolic acid, and Churchill’s tincture of 
iodine in leg ulcer, except where it is desirous to 
clean and level exuberant granulations as by a caus- 
tic. The weaker antiseptic ointments e. g. boric acid, 
do not clear up the infection. Occasionally, blue 
ointment; or starch and blue ointment have been suc- 
cessful. The ideal antiseptic is one that produces 
its effect slowly and on the organisms alone, i. e., 
without the possibility of killing tissue. For this pur- 
pose I have employed an ointment that corresponds 
to the Carrel-Dakin solution, commonly known and 
marketed as chlorazene paste. But the product must 
be made fresh daily in order to have the necessary 
equable content of chlorine. The ulcer is filled with 
paste in such a manner that none of it is either 
squeezed out or escapes on the surrounding skin, for 


q 
‘ 
is 
8 


Vor. XXXV. No. 6. 


Carp—Lec ULcer. 


AMERICAN 
JouRNAL OF SuRGERY. 183 


then it becomes an irritant. To avoid this, the skin 
must be protected by either vaselinized gauze or zinc 
oxid ointment. 

The second area of infection with which we have 
to deal is the surrounding cellulitis. This extremely 


Fig. 5. Mr. M. M., age 37. A Malleolar ulcer of four 
years’ duration, the initial size being represented by area of 
pigmentation. The ulcer as seen took about four months to 
heal, thus demonstrating the extreme difficulty of terminal 
epidermalization in some cases. 


troublesome and painful condition, causing inabilty to 
put any weight on the foot, may even cause more or 
less insomnia. The skin is generally exquisitely ten- 


Fig.6. Sclerosed malleolar artery designated by arrow 
under malleolar ulcer in patient of Fig. 5. 


der and red, and presents the signs of an acute in- 
flammation. Here there is another therapeutic pit- 
fall. The first impulse is to attack the flame without 
regard for the fire, and immediately a wet dressing 
is applied, such as, aluminum acetate solution, lotio 
rubra, or lead and opium wash. This is treating a 
symptom when the cause can just as easily be dealt 


with, and is, I believe, against a therapeutic principle. 
When the ulcer has reached such a stage, the patient 
is best advised to elevate the leg. With attention to 
the ulcer itself, the cellulitis then very rapidly dis- 
appears. 

The other structures that suffer by reason of the 
initial infection in the ulcer are the bone, the blood- 
vessels, and the lymphatics adjacent to it. These 
have been described also by Dudley Morris (Surgery, 
Gynecology and Obstetrics, January, 1920). The 
bone changes are quite remarkable. (Figs. 2, 4, 8, 
If the infection has persisted long enough, there is an 
extensive productive periostitis of either the tibia or 
fibula, or perhaps both. If the ulcer is on the tibial 


Fig. 7. Mrs. A. T., age 48. Crural ulcer of eight years’ 
duration with Reverdin grafts applied after preliminary pre- 
paration with chlorazene paste. 


side of the leg, low down, it will be noted that the 
periostitis is perhaps more marked immediately be- 
neath the ulcer, but this is not necessarily true. There 
may be more evidence of it, roentgenoscopically, at 
the upper end of the tibia and, strange to say, involve- 
ment also of the periosteum of the fibula. This pro- 
ductive periostitis at points distant and opposite to 
the ulcer is quite characteristic. The fact that the 
pathological changes rarely go on to an acute osteo- 
myelitis is, I believe, due to the local and general re- 
sistance. In one case, I have noticed the production 
of what I believe to be a chronic bone abscess. (Fig. 
4). The mode of infection of the periosteum may 
be in one of two ways: either by direct extension 
through the tissues to the bone, or retrograde by way 
of the lymphatics accompanying the bloodvessels, 
and thence by migration through the vascular wall to 
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the bone. The bloodvessel changes are purely local, 
independent of any general or peripheral arterio- 
sclerosis. Thus, it is quite common to see a sclerosis 
of one of the “malleolar vessels” under a malleolar 
ulcer. (Fig. 6). These changes may, however, extend 
even further up, and to my mind, operate to form a 
vicious cycle. Thus, after an ulcer has been com- 
pletely healed, it may again break open because of a 
lighting up of an infection dormant in the deep tis- 
sues, which emphasizes the importance of these 
changes. 

Very important is the pressure bandage. The 
width of the bandage should be made to conform 
well to the shape of the leg. The patient invariably 
prays for a tight bandage, and there is no rea- 
son why his prayers should not receive attention. 
The tight bandage seems to produce the best results. 
The pressure should be even, beginning from below 
upward, and should never be too great at the upper 
part of the leg, for then it produces the effect of a 
garter. Wherever the bandage does not conform 
well to the shape of any of the crural regions, it is 
well to place a piece of gauze under it. A bandage 
properly applied will support the venous circulation 
and help splint the ulcer, and should stay on at least 
a week. Who has not seen patients return in dis- 
gust the day after a pressure bandage was applied, 
because it had fallen down? 

After all is said and done, what we aim to accom- 
plish is growth of epithelium, and of such epithelium 
as is not likely to break down again with the proper 
care. It is a fundamental surgical principle that last- 
ingly goed epithelium can best be obtained on a clean 
granulating surface. To promote epithelization, I 
have greatly favored the use, but not abuse, of scarlet 
red ointment. It is common practice to see this oint- 
ment applied in the same manner as boric acid or zinc 
oxide ointment—spread over the entire granulating 
surface and the skin to boot. This should not be done 
for two reasons: first, scarlet red is an irritant, and 
as such, will not behave properly on the skin; second, 
epithelium can be produced only from epithelium as 
an “anlage”, and so one cannot expect to find small 
islands of epithelium springing up in the center of 
a granulating area unless from epithelium latent in 
these granulations. I follow the technique originally 
described, namely, to place the ointment either with 
a toothpick or probe in juxtaposition to the epithelial 
edge, at the periphery of the ulcer. 

Accessory to this, a mechanical aid to epithelization 


is to be found in the judicious use of adhesive plaster. 
It has long been known that epithelium will grow 


under adhesive plaster very rapidly. The reasons for 
this, I believe, are its irritant, and immobilizing quall- 
ties. Further, it acts as a bridge across which epithe- 
lium slowly but steadily marches, and in addition, it 
helps to level granulations. To occlude the surface 
of the ulcer in toto with adhesive strapping, depend- 
ing upon luck to bring forth new epithelium, is un- 
surgical to say the least, in that no room is allowed 
for drainage. Nevertheless, I have seen epithelium 
produced with a featherbone strapping over an in- 
fected area, but with resultant eczema, maceration, 
and severe pain. It has therefore proven very grati- 
fying to lay on adhesive strips that have been flamed 
on both sides, and never, of course, completely 
around the leg, in such a manner that there is always 


Fig. 8. The deep bone changes in patient of Fig. 7. 
Fig. 9. Patient of Fig. 7, six weeks after skin graft. 


a small interval of granulating surface between the 
adhesive strips in order to allow for drainage. 

The value of applying the silver nitrate stick to the 
edge of the granulations to promote epithelization 
has, I believe, been greatly over-estimated. It is a 
matter of common observation that the terminal rate 
is a great deal slower than the initial rate of epitheli- 
zation. Thus, an ulcer about the size of a quarter may 
heal until it gets to be about the size of a split pea, 
and then the final closure of the ulcer may take about 
twice as long as all the rest of the epithelial growth. 
(Fig. 5). Any epithelium that is movable over the 
underlying structures will be more viable than that 
which is very closely adherent. The most viable of 
all epithelium is that which does not come from the 
local area, but which is transplanted from another 
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healthy part of the body. I have reference to skin 
grafts. (Figs. 7,9). The Reverdin or pinch grafts 
are the most favorable, and these must, of course, be 
applied with due respect to surgical principle; the 
base of the ulcer must be reasonably clean, as well as 
the area from which the grafts are taken. The post- 
operative care of grafted ulcers can be summed up 
in a nut shell: cleanliness, an outlet for drainage, 
rest, and any of the good mechanical means to avoid 
friction. 

In the treatment of an ulcer that is almost closed, 
but that has a distinct varicose eczema, scrubbing 
with soap and water should not be resorted to, as 
against an elementary dermatological principle. 
Therefore, when an ulcer reaches this stage, it is best, 
I believe, to use a bland, non-irritating ointment such 
as zinc oxide ointment or Lassar’s paste. 

When all the foregoing methods have favored 
complete closing of the ulcer the pressure bandage 
should be discontinued, and in its stead a well fitting 
elastic stocking should be applied in order to further 
the circulation in the varicose veins. It should have 
no ridges or seams to produce-any undue pressure. 
The patient is instructed to take a daily bath, with 
especial attention to the cleanliness of feet and legs. 

When we consider the huge economic loss to the 
community and to the individuals, that results from 
treading the beaten path to dispensaries for many 
years, it is self-evident that our hospitals, given over 
to the treatment of every conceivable type of medical 
and surgical condition, should provide for the care 
of these people, who have in a great many instances 
sought admission. I consider that some start would 
be made to the solution of the problem if only a few 
beds in each hospital be relegated to these unfortu- 


nates, CONCLUSIONS: 


1. A whole-hearted interest should be taken in 
the treatment of leg ulcer. 

2. After eticlogical factors have been removed as 
far as possible, the great problem of infection must 
be dealt with. 

3. There are two vicious cycles as regards infec- 
tion: first, reinfection from the skin, and second, 
reinfection from the deep structures. 

4. An ulcer cannot be sterilized all at once by a 
powerful antiseptic. Under such a condition, tissue 
is killed, and thus a favorable medium,for growth 
of bacteria is produced. 

5. A slowly acting antiseptic, such as chlorazene 
paste, would seem to be more nearly the ideal. 

6. To promote epithelization, ointments and me- 


chanical factors must be used but not abused. 


7. Finally, I add my plea for even a modest allot- 
ment of hospital beds for leg ulcer patients. 
27 East 81st STREET. 


A REPORT OF 79 CONSECUTIVE CASES OF 
MALIGNANT GROWTHS TREATED 
WITH X-RAYS. 

James N. McCoy, M.D., 


VINCENNES, INDIANA. 


The virtue of the report which I shall render, if 
virtue it contains, lies in the fact that the remedy has 
been used upon a variety of consecutive and not on 
selected cases. No case, since the beginning of the 
series, was denied treatment, though some were treat- 
ed regretfully, and without hope being entertained 
by myself or held out to the patient. In February, 
1917, there was published in this Journal a paper 
which I had previously read before the Western 
Roentgen Society at its meeting in St. Louis, June 9, 
1916, entitled “A Preliminary Report on 45 Cases of 
Malignant Growths, Treated With X-Rays”. Out 
of deference to the conservative beliefs of the medi- 
cal profession on the subjcet of cancer cures and pos- 
sibility of recurrences, and in justice to the grave sub- 
ject at issue, that paper was dubbed a preliminary 
report. 

I wish at this time to make a final report on the 45 
cases comprising that series, as well as on 34 addi- 
tional consecutive cases, on which treatment was com- 
pleted or terminated in July, 1917, when I joined the 
army. 

I shall report end-results only, on most of the for- 
mer series of cases, in order to avoid occupying valu- 
able space unnecessarily, and I refer the reader to 
my original report. 

Cases 29, 33, 34, 47, 48, 49, 50, 51, 52, 53, 54, 55; 
59, 61, 63, 64, 66, 68, 69, 73, 74, 78, 80, 81, 83, 84, 
86, 87, 88, g1, and 92, are alive and free from cancer. 

Case 30 died March 29, 1919, of cystitis. Case 31 
died in 1917 of metastatic carcinoma. Cases 32, 56 
and 72 are all dead of paralysis. Case 82 died in 1919 
of metastatic carcinoma. Case 71 was reported in 
the original paper as having discontinued treatment. 
He later again demanded treatment, but was a hope- 
less case from the beginning and died in 1916. 

Case 70 was originally reported as having died of 
angina pectoris before his case was decided. Case 
82 died in 1919 of metastatic carcinoma. 

Cases 35, 38, 41, 42, and 6o were originally re- 
ported as fatalities, 


Case 88. Man, 57. Carcinoma of muco cutan- 
eous margin of lower lip. Duration 3 months. Inten- 
sive soft ray dose December 28, 1915; and February 
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8, 1916, and massive dose December 28, 1915. 
Omitted from previous report for reason that I had 
not been able to ascertain end-results. 

Case 96. Man, 25. Primary carcinoma cutis, 
right side of nose; duration 3 years. Originated in a 
talangiectasis. Intensive soft ray dose March 11, 
1916. 

Case 97. Woman, 36. Post-operative cuboidal- 
celled carcinoma of skin near anal margin; duration 
I year, massive filtered dose March 21, 1916. 

Case 98. Man, 76. Carcinoma at end of nose, 
supervening on acne rosacea ; duration g months. In- 
tensive soft ray dose April 12 and May 22, 1916. 

Case 99. Man, 72. Cornu cutaneum of right ear ; 
duration 3 years; treated by desiccation method. 

Case 100. Woman, 85. Rodent ulcer, right frontal 
region; duration 3 years. Intensive soft ray dose 
May 16 and June 14, 1916. 

Case 101. Woman, 40. Post-operative recurrent 
carcinoma cutis, left malar region. Intensive soft ray 


Fig. 1. Case 122. Multiple keratosic basal-celled cancer 
—before treatment. 


dose July 3 and August 16, and massive filtered dose 
November 10, 1916. 

Case 102. Man, 68. Cuboidal-celled carcinoma of 
right side of face and right ear and involving the 
temporal bone. Duration 6 months. This man had 
been treated by me and cured of a basal-celled growth 
on left side of face near the ear, in 1912. When he 
appeared with the second lesion April 12, 1917, he 
was in an incurable state and showed practically no 
favorable reaction to the treatment. When I joined 
the army he was referred to Dr. Goosmann of Cin- 
cinnati. He later suicided with a shotgun. It is not 
generally believed that cuboidal-celled growths can 
be of keratosic origin. However, I had many solar 
keratoses, one of which had produced a malignancy 
as early as I91I, and another was undergoing a 
typical degeneration on the.skin of the right malar 
region. He described a karatosia as the sae 
state of the lesion 1917. 

Case 104. Man, 74. Sarcoma, left hip; tention 
very recent; under. observation one month before 
treatment. Massive dose with maximum filter, 
August 20, September 20, and December 31, 1916. 


Case 105. Woman, 59. Post-operative recurrent 
cuboidal-celled carcinoma, right breast; duration 6 


_months. The operation was a simple breast amputa- 


tion on August 16. Recurrence noted in wound Sep- 
tember 10, and a hard mass, the size of a pigeon’s egg 
midway between wound and axilla. Biopsy in this 
case by Dr. B. G. R. Williams. Massive doses to 
entire breast and axilla August 27, September 10, 
October 14, 1916. 

Case 107. Man, 37. Sarcoma, left axilla; dura- 
tion 3 months. Very rapid growth. Massive doses 
with maximum filter July 31, August 12, September 
5, to entire shoulder and chest. Empyema developed 
September 16. Metastasis in dorsal region caused 
paralysis and death, 

Case 108. Man, 72. Carcinoma, left temporal 
region supervening on lupus vulgaris ; duration 3 
years. Biopsy: basal-celled carcinoma. A salient 
tumor 214 inches in diameter. Intensive soft ray 
doses August 30 and November 13 to tumor and 


Fig. 2. Case 122. Multiple keratosic basal-celled cancer 
—after treatment. 


massive doses to entire area September 2, October 
16, and December 4, 1916. 

Case 109. Man, 67. Carcinoma cutis, basal-celled, 
left mastoid region; duration 18 months. Intensive 
soft ray doses September 26 and December 15, 1916. 

Case 110. Woman, 53. Carcinoma of lower lip 
near median line; duration 1 year. An intra-mural 
tumor. Massive doses November 20, 1916, and Jan- 
uary 29, 1917. 

Case 111. Man, 79. Carcinoma of foreskin near 
corona; had been excised by family physician with 
prompt recurrence; duration (of recurrence) 4 
months. Intensive soft ray dose to lesion November 
8, and massive doses to penis and both inguinal reg- 
ions November 9, 1916, and again to penis January 
7, 1917. 

Case 112. Woman, 45. Post-operative recurrent 
scirrhous type cuboidal-celled carcinoma of right 
breast ; duration 6 weeks. Biopsy by Dr, B. G. R. 
Williams. Simple amputation. Massive doses to en- 
tire breast, mediastinum and axilla, December 4, 11, 
18, 1916, February 7, 21, and August 1, 1917, and 
to the left axilla March 19, 1917. All evidence of 
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disease disappeared from the breast, but she con- 
tinued to retrograde. I visited her October 1, 1919, 
after my return from the service, finding her greatly 
emaciated, and was told she had been confined to 
bed for the preceding 6 months ; bloody purulent dis- 
charge from vagina and rectum; right leg was short- 
ened by 6 inches, due to absorption of upper part of 
femur and part of ilium. There had been great loss 
of hair and atrophy of nails and the entire skin was 
pigmented to a brownish shade with very many mi- 
nute dark papillary growths in general distribution, 
but thickest on the neck and abdomen. Readily re- 
cognizable as acanthosis nigricans. In retrospect I 
recalled that the patient had repeatedly, while under 
treatment in 1917 complained of pain in the lumbar 
region which I then attributed to neuritis, but it seems 
probable to me now that the primary growth was 
pelvic in location and her breast condition secondary 
or metastatic. She died in June, 1920, at which time 
the right femur had been entirely destroyed. 

Case 113. Woman, 35. Carcinoma, squamous- 
celled, of meatus urethrae; duration 1 year. Biopsy 
by Dr. M. L. Curtner. Massive doses to vulva De- 
cember 19, 1916, and January 20, 1917. 


Fig. 3. Case 131. Basal-celled carcinoma of face—be- 
fore and after treatment. 


Case 114. Woman, 58. Miliary carcinoma of 
omentum; duration (known) 4 months. Biopsy by 
Dr. B. G. R. Williams. Exploratory operation Janu- 
ary 17, 1917. Massive doses to entire abdomen (di- 
vided into 9 areas) January 7, 8, 9, 10, 13, 24, Feb- 
ruary 3, and April 4, 1917. Abdominal symptoms 
greatly improved, but patient died April 25, 1917, of 
cerebral matastasis. 

Case 115. Woman, 63. Recurrent post-operative 
carcinoma, cuboidal-celled, right breast and axilla; 
duration (of recurrence) 4 months. Halsted opera- 
tion had been done. Massive doses to axilla, breast, 
and mediastinum, June 7, 11, and July 29, 1917. The 
patient remained free of cancer and died of chronic 
interstitial nephritis May 30, 1919. 

Case 117. Man, 47. Post-operative recurrent 
basal-celled carcinoma, right side of lower jaw and 
sterno-clavicular joint. Had been operated upon in 
1914—excision of lesion and dissection of cervical 
glands. Massive doses January 30, February 15, and 
March 10, 1917, to lower jaw, neck and sterno-clavi- 
cular region. Metastasis in dorsal region determined. 


Died November, 1917, 


Case 119. Man, 55. Basal-celled carcinoma of 
left side of upper lip; duration 1 year. Desiccation 
and massive dose June 7, 1917. 

Case 121. Woman, 43. Post-operative recurrent 
carcinoma of both breasts; duration 1 year. Massive 
doses February 22, 24, 25, April 30, May 28, 1917. 
Died October, 1919. 

Case 122. Woman, 75. Multiple, basal-celled 
carcinoma of keratosic origin} duration 5 years. 
Biopsy by Dr. B. G. R. Williams. There were 5 
separate lesions showing as many stages of malig- 
nancy, the worst being a salient tumor on the nose, 
34 inch in diameter. Massive dose to nose February 
17, 1917, and intensive soft ray doses to other lesions 
February 17, 19, and June 4, 1917. (Figures 1 and 
2). 
Case 123. Woman, 44. Recurrent, post-operative 
adeno-carcinoma of cervix uteri; duration 8 months. 
Biopsy by Dr. Will Shimer. Panhysterectomy, 
January 15,1917. Recurrence was prompt; a growth 
as large as a pigeon’s egg was visible on February 21. 
Massive doses to entire pelvic area and inguinal reg- 
ions, February 22, 24, May 2, 14, June 25, and 
through speculum direct to lesion, March 18, April 
12, and June 25, 1917. 


Fig. 4. Vaginal specula devised for direct x-ray treat- 
ment of cervix as an accessory to usual method, and method 
of attaching to the standard Victor tube stand. Specula are 
triple coated with shellac before use for protection against 
secondary rays. 


Case 124. Man, 69. Carcinoma of right malar 
region; duration 8 months. Massive dose to lesion, 
a salient tumor, March 2, 1917. He died suddenly 
March 21, 1917, of valvular disease of the heart. 

Case 125. Woman, 54. Carcinoma of gums, and 
right side of superior maxilla; duration (cancerous 
or pre-cancerous) 3 years. Massive dose through 
speculum to side of face, April 4, and intensive soft 
ray dose through speculum May 25, 1917. 

Case 127. Woman, 41. Post-operative sarcoma 
of right thigh extending to hip joint; duration 5 
months. Massive dose to inguinal region March 17, 
1917. Disarticulation of hip was done March 18; 
massive dose to stump March 28 and June 4 and to 
an enlarged gland on stump on May 2. 

Case 128. Man, 42. Basal-celled carcinoma of 
left side of upper lip; duration I year. Massive dose 
to upper lip March 18, and intensive soft ray dose 
April 2, 1917. 

Case 129. Man, 50. Carcinoma of left side of in- 
ferior maxilla; duration 6 months. Massive dose to 
entire lower jaw. Died May 30, 1917, with destruc- 
tion of the bone. 

Case 130. Man, 65. Basal-celled carcinoma right 
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side of neck; duration 10 years. A large salient tu- 
mor, 2 inches in diameter. Massive dose April 21, 
May 25, and July 16, and intensive soft ray dose July 
16, 1917. 

Case 131. Man, 53. Basal-celled carcinoma of 
face in front of left ear; duration 1 year. A salient 
tumor. Massive dose May Io, 1917. (Figure 3). 

Case 132. Man, 68. Basal-celled carcinoma, right 
side of nose; duration 5 years. Massive dose to nose 
May 14, 1917. 

Case 134. Man, 74. Cuboidal-celled carcinema, 
right side of face; duration 1 month. Intensive soft 
ray dose June 17, 1917. 

Case 135. Recurrent post-operative carcinoma of 
left side of face and lower maxilla; duration 5 
months. Massive doses to jaw, and neck, July 16, 


and August 19, 1917. The patient died with destruc- . 


tion of the bone. 
SUM MARY. 


Cancers of Uterus, five cases. All were post-opera- 
tive inoperable recurrences. One had an irremedia- 
ble urinary fistula from the time of her operation 
causing the vaginal closure to open and _ indicating 
that a ureter had been obliterated during the opera- 
tion; this case went consistently to a fatal result. 
One discontinued treatment after one séance and re- 
appeared for treatment a few months later in a hope- 
less condition. Three died of metastasis, and one is 
alive and free from cancer. 

Lower Mazxilla, five cases. Four terminated by 
destruction of the mandible and death and the fifth 
by metastasis in dorsal region of the spine. 

Female breast, seven cases. One died of pelvic 
carcinoma. One discontinued treatment and later 
died of the disease. One died, 2 years after treat- 
ment, of nephritis and four are alive and free from 
cancer. 

Penis, two cases. One was in an advanced state 
with considerable destruction and amputation was 
resorted to together with massive +-ay doses to in- 
guinal regions. Both patients are living and free 
from cancer. 

SUMMARY OF FATALITIES, 

Cases going to a fatal termination were: uterus 
5, female breast 2, lower jaw 5, cranial bones 3, axilla 
I, omentum I. 

SUMMARY OF SUCCESSFUL CASES, 

Recoveries from the disease were: uterus 1, fe- 
male breast 4, skin of anal region 1, axilla 1, lower 
lip 6, upper lip 2, penis 2, vulva 1, thigh 1, hip 1, 
parotid gland 1, chest wall 1, skin of leg 1, buccal mu- 
cosa I, and face, neck, and hand 31. 

COMMENT. 

A notable advancement has occurred within the 
past half decade with regard to uterine cancer, to 
wit: almost all good surgeons have broadened their 


knowledge of cancer and no longer hold out a promise 
of cure of uterine cancer solely by surgery. They 
have learned something of the value of +-rays and 
seek post-operative treatment for their patients. 
Nevertheless there are still exceptions to that. With- 
in a month prior to the writing of this, a good, but 
over-enthusiastic surgeon made the pronouncement in 
the Indianapolis Medical Society, that “surgery is 
the undefeated enemy of cancer”. 

The truth is that intelligent and unprejudiced 
team-work by the surgeon and roentgen therapist will 
redound to the credit of both by saving many lives. 
If either fails to avail himself of the aid of the other 
in behalf of his hapless patient, he is recreant to his 
trust. 

It is my opinion that the Halsted’s and similar radi- 
cal operations on the female breast are no longer 
justifiable, inasmuch as it seems almost generally 
agreed upon that cases of breast cancer should have 
proper post-operative treatment. Radical extirpation 
of the breast and lymphatic glands, without -r-ray 
treatment, has been followed in the past by such an 
enormous percentage of recurrences and metastatic 
attacks that it would seem there should be no argu- 
ment as to the advisability of post-operative «-ray 
treatment, 

Granting such to be the case, the logical procedure 
should be, extirpation of the tumor or amputation of 
the breast and enucleation of all palpable axillary 
glands, but no general dissection of glands, the opera- 
tion to be preceded and followed by x-ray treatment. 

Lamentable experience with bone cancer leaves me 
hopeless of any success with such cases. I have never 
yet seen cases with bone involvement do other than 
go rapidly to a fatality. Surface cancers are all amen- 
able to treatment. But if they are permitted to go to 
an advanced state and attack adjacent bones, death 
is certain. There are many deaths from cancer of 
the inferior maxilla and these are practically all sec- 
ondary to neglected cancer of the lips. The crux of 
this problem is education of the general practitioner, 
for he is close to the people. 

Cancer of the lip has been believed in the past to 
be incurable. Not so! With this, as well as some other 
superficial cancers, it is merely a question of antici- 
pating metastasis, (which in case of cancer of the lip 
is prone to occur early) or dealing promptly and vig- 
orously with the metastasis when it has occurred. 

210-211 STATE BANK BUILDING. 


In cases of fracture where an end of the bone lies 
close beneath the skin do not place a pad or any 
pressure whatever over this point. 
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CERTAIN PROTEAN MANIFESTATIONS 
OF CHRONIC APPENDICITIS. 

P. G. SKILLERN, Jr., M.D., F. A. C. S., 
Associate Professor of Surgery, University of Penn- 
sylvania Graduate School. 
PHILADELPHIA, Pa, 


In the New York Medical Journal, June 7, 1919, 
I presented a study of chronic appendicitis with spec- 
ial reference to an obscure but constant syndrome. 
That paper was based upon four patients—all young 
adult males—in whom the predominating symptoms 
were obstinate constipation and nerve-fag of vary- 
ing degree; in all cure was obtained by removal of 
the appendix. I wish to present the histories of five 
additional cases, in several of which one could scarce- 
ly believe that the appendix was the cause of all the 
mischief, and to make some comments upon each 
case. 

Case I. A. P., female, white, aged 41, married, 
has for several years felt extreme “weakness” in 
stomach, manifested by discomfort, gnawing, and 
sensation as though stomach were “falling apart”. 
Since childhood she has been habitually constipated ; 
when constipation continues the patient feels “shot 
to pieces”; very often she knows that she should go 
to stool, but she does not have the sensation, al- 
though when she has the sensation the stool passes 
easily. 

On October 5, 1918, the patient was suddenly at- 
tacked by influenza, and ten days later pneumonia de- 
veloped, which confined her to bed for five weeks. 
At the end of the five-week period she became de- 
spondent and could see nothing bright; she did not 
feel clear in her head; she had brain fatigue—it was 
an effort to think or collect her thoughts; she began 
to stare. At times she dreaded seeing friends; at 
other times she was anxious ta see them. She was 
apprehensive that she never could get well. She 
was sent to an asylum, where she did not sleep 
weeks or months; in May, 1919, she began to sleep 
from 1 to 4 in the morning. Now she might sleep 
all night, or her sleep might be disturbed. She never 
awakes refreshed and does not care to arise in the 
morning. For a long time she could not lie still in 
bed, but would toss about. There was no loss of 
memory. There was shortness of breath at times. 

At the time of physical examination (November 
29, 1919,) the patient stated that her appetite was 
good, that she had no discomfort after eating, and 
that she was not noticeably disturbed by gas. She 
did not feel that eating gave her strength. One day 
she would feel all right, but the next day without ap- 
parent cause her anxieties would come back. She 
felt. as though she were trying to lead a normal life 
in an abnormal manner—living from hour to hour. 
Her bowels were bad; she had poor motor control. 
She had hot flushes. Her feet “went to sleep”—one 
or the other, more often the left foot. She could not 
forget herself; when talking to some one she at the 


same time was thinking of herself. There were shoot- 
ing pains, which travelled to various parts of the 
body. Following the influenza there was eyestrain, for 
which the patient wore glasses; she could not read, 
the lines in the newspaper running upside down and 
then together. She had nasal catarrh, the right nos- 
tril always being stopped up. Her tonsils had been 
removed. There were no painful teeth—in fact, 
the teeth were in good condition. There was a bad 
taste in her mouth. There was definite tenderness 
on palpitation at McBurney’s point. 


The diagnosis was made of chronic appendicitis 
with psychesthenic syndrome from intestinal auto- 
intoxication. There was also chronic hypertrophic 
rhinitis. The patient was advised to have her appen- 
dix removed and her nose treated. 


On January 16, 1920, the appendix was removed, 
using local anesthesia and morphin-hyoscin narcosis. 
The appendix was 4 inches in length, and there were 
numerous adhesions about its base to the cecum. The 
following notes record the patient’s progressive im- 
provement: 

January 17. Sensation of pressure on top of head 
gone. 

January 19th. Able to relax today for the first 
time. Bad taste in mouth has disappeared, 

January 21st. Had a night’s good sleep. Her 
bowels moved. She is “terribly” hungry. She al- 
ready feels better than she has felt since the influenza 
attack. 

January 25th. Shooting pains have gone from 
body. Numbness of hands has disappeared. Appe- 
tite improved. 

January 28th. Menses appeared. 

January 29th. Ate bologna sausage and pickle 
without any after-distress. 

April 14th. A letter from patient’s husband 
states that as regards mental depression his wife is 
very much improved; that while she is occasionally 
depressed, yet she can concentrate better than in the 
past. Exertion does not prostrate her as before. 
There is dyspepsia occasionally, but not so frequent- 
ly as heretofore. Owing to lack of exercise the 
patient’s bowels do not move without laxatives. 

January 2, 1921. It is now almost a year since 
the patient was operated upon. She is the picture of 
health, and all her symptoms have entirely disappear- 
ed. Her bowels move regularly. 


This case might have been regarded as one of 
“post-influenzal neurasthenia”, but she had doubtless 
been treated for that prior to removal of the appen- 
dix, without improvement. And neurasthenia, as we 
look upon it today, usually is but a reflection of some 
underlying disturbing factor (local irritation). The 
hypertrophic rhinitis received treatment about ten 
days after the operation and soon cleared up; sinus- 
itis was looked for, but not found. The numerous 
adhesions about the base of the appendix were indi- 
cative of chronic appendicitis—the type that in my 
experience so often slows the motor activity of the 
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bowel, resulting in intestinal auto-intoxication and 
the psychasthenic syndrome, now less pronounced, 
now more pronounced. And the improvement be- 
ginning the day after operation and progressing with 
checking off of the symptoms day by day up to com- 
plete cure was quite similar to that in the other cases 
in this series. The bowels moved naturally on the 
fifth day after operation—the first natural movement 
for many months. It is possible that the influenza 
infection aggravated the chronic appendicitis, for 
cases of post-influenzal appendicitis have been re- 
ported in the literature. 


Case II. I. B., white, female, aged 25 years, mar- 
ried, complained of pain in right “side.” She has 
been constipated the greater part of her life. For 
years there have been frequent belching of gas, often 
a bitter taste in the mouth, and often slight, sharp, 
sticking pains in right “side”. One week previous 
to the examination she complained of loss of appe- 
tite, headache, and pretty severe pains that caused 
her to hold her side. This trouble has lasted a week 
without getting better. There have been, in addition, 
attacks of nervous depression from time to time. The 
constipation has occasionally been obstinate, the 
patient often going to stool without any result. 

There was definite tenderness at McBurney’s 
point. 

On September 11, 1920, the appendix was removed 
under local anesthesia; it was only 3 cm. long, of 
matchstick diameter, kinked, and with a short, fatty 
mesentery. There were a few ancient adhesions. 
The distal half of the lumen was wholly obliterated. 

On September 15th, four days after operation, 
the patient had a natural bowel movement, the first 
natural one for many years, and from this time on 
there was regularly a daily, natural movement. Im- 
provement progressed rapidly, the symptoms disap- 
peared one by one, and the patient developed a rav- 
enous appetite. Her weight gradually increased, and 
eventually she became the picture of health. 

This is a very typical example of the subject under 
consideration, with characteristic symptoms, charac- 
teristic operative findings, and characteristic im- 
provement after operation. It is quite common in 
these cases for the patient to have the first natural 
bowel movement in years on the fourth or fifth day 
after operation—so much the rule, in fact, that I 
withhold enemata in anticipation of such an event. 
The appendix in this case was of the typical oblitera- 
tive type, which so frequently is the cause of pyloro- 
spasm. 

CasE III. A. C., white, male, aged 28, tailor, has 
for 3 years continually suffered from pain in right 
“side” and at times in epigastrium. This pain is 
burning, sharp, or cutting, and radiates to right hip 
and right knee. The bowels are regular; there is no 
gas on the stomach, no dyspepsia, no indigestion. 
The patient sleeps well at night after the pain dis- 


turbance passes. He has lost no flesh, but cannot 
gain any. There is no burning on urination, and ex- 
amination of the urine is negative. 

There was no tenderness at McBurney’s point, but 
digital pressure exerted there reproduced the pain in 
the epigastrium of which the patient complained. 
There were also four carious snags in the mouth. 

The diagnosis in this case was withheld, so atypi- 
cal were the history, symptoms, and physical find- 
ings. The patient was advised to have the four snags 
extracted and was given a prescription for nux vom- 
ica and soda in gentian. There followed an improve- 
ment that was more apparent than real. After ob- 
serving the patient for two months there was found 
one day on physical examination tenderness in the 
right iliac fossa, and appendicectomy was thereupon 
advised. 

Operation under local anesthesia disclosed a rigid, 
tubular appendix kinked in its middle and surround- 
ed by filmy adhesions, 

After the operation improvement was progressive. 
When seen two months later the patient stated that 
all pains and other troubles, including the burning in 
the epigastrium, had disappeared. He gets up in the 
morning with a clean mouth—his tongue is not 
coated as it used to be. His appetite is better. He 
feels more like working. His friends tell him that 
his color is better. 

This case was atypical in that—aside from a coated 
tongue and occasional burning in the epigastrium— 
there was no disturbance of the digestive tube. The 
occasional sharp, cutting character of the pain with 
radiation to the right hip and right knee suggested 
renal trouble rather than appendiceal. (It was prob- 
ably due to the periappendiceal adhesions.) And 
yet the appendix was the seat of definite chronic in- 
flammation, and the patient’s symptoms cleared up 
after removal of the organ. This is a case where dif- 
ferential diagnosis is best established by observation 
over a period of time. 

The next two cases are likewise atypical in that 
one was complicated by pregnancy, and the other 
manifested signs of enteritis—hyperperistalsis and 
diarrhea. 

CasE IV. A. C., white, female, aged 29, married, 
pregnent 3 mc.iths, complained of persistent vomit- 
ing, which began two weeks previous to the examina- 
tion. The vomiting came on two hours after each 
meal, preceded by marked nausea. The vomitus was 
greenish. The last 5 or 6 days the patient continually 
vomited and without taking anything into the stem- 
ach. Two years previous to examination the patient 
received a course of treatment for supposed gastric 
ulcer. She complained of no pain in abdomen, but 
there was a tender feeling in the right lower quad- 
rant. She has been habitually constipated since early 
childhood. 

There was tenderness over the right lower abdo- 
minal quadrant, extending along the iliac crest to 
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the loin. Pressure at McBurney’s point caused defi- 
nite tenderness and, if continued, gave rise to pain 
in the epigastrium and nausea. 

The diagnosis of appendicitis was made in the face 
of the probability of the nausea and vomiting being 
due to pregnancy. In fact, the patient’s family 
physician favored the latter explanation. The prev- 
ious history of stomach disturbance in conjunction 
with the localization of the tenderness during the 
present illness, suggested what Moynihan has so apt- 
ly termed “gastric ulcer in the right iliac fossa.” 

Operation was performed on August 4 ,1919. The 
appendix was surrounded at its base by veil-like ad- 
hesions. It was the size of a narrow lead pencil and 
of uniform diameter throughout its length. The 
subserosal vessels were injected, the coats were thick- 
ened, and the lumen was diminished. There was no 
kink or angulation. 

A note made the day after operation stated that 
the pain in the right iliac region had disappeared and 
that the patient was no longer nauseated. On the 
tenth day after operation the patient had the first 
natural bowel movement for six weeks. When seen 
a year later she stated that she was in the best of 
health, had gained weight, and that her bowels moved 
regularly every day. This latter is in marked con- 
trast to her history of constipation since early child- 
hood. Her gastric symptoms had ceased. 

Case V. A. R., white, female, aged 21, married, 
was seen August 13, 1919, complaining of diarrhea 
and pain in the lower right abdomen. On October 
18, 1918, she had an attack of diarrhea without ap- 
parent cause. Looseness of bowels, with slight mod- 
ification, persisted to this date. In October, 1918, 
the stools were watery and in frequency 7 to 8 a day. 
In April, 1919, the patient received hospital treat- 
ment for 3 weeks—hot and cold compresses to abdo- 
men, saline enemas, and medication by mouth. She 
left the hospital somewhat improved, so that now she 
has only 2 to 4 passages a day. The stools now vary 
from a watery to a solid consistency. Certain 
foods—especially cereals, fruits, fruit-juices and 
vegetables—exaggerate the looseness of the bowels. 
She often gets a desire for stool during a meal and 
on arising in the morning. This desire is ushered 
in by severe cramps, which may last I or 2 hours, the 
patient all this time sitting on the hopper. These 
cramp-like pains come and go during the day and oc- 
cur especially toward evening. From one-half to one 
hour after each meal the patient belches gas, has a 
sour taste in her mouth and often brings up a sour, 
mucoid material. There is no nausea or vomiting. 
She often feels peristaltic waves “like water gurgling 
in the abdomen”. She has lest from 6 to 7 pounds in 
the last 3 months. No headache. She faints very 
easily. She admits being of a very nervous temper- 
ament. Often her whole body, quivers, especially 
after a hard day’s work. She sleeps well and does 
not get up at night for stool. She suffers severely 
from dysmenorrhea, there bei. g severe pain a few 
days before and for the first 2 or 3 days during a 
menstrual period. 


Hemoglobin 68 per cent.; red cells, 3,390,000; 
white cells, 4,670. Wassermann reaction, weakly 
positive. 

Bismuth meal studies of the digestive tube were 
practically negative. The roentgenographer reported ; 
“There is no localized tenderness over the cecum, 
and I believe the patient does not have chronic appen- 
dicitis. I believe her diarrhea is functional rather 
than due to ulcerative colitis or tuberculosis. I would 
treat her with mineral oil. It is entirely probable 
that retention of material in first portion of colon 
may be causing irritation and secondary hyperperis- 
talsis of colon”. 

The surgical estimate of the case was the diarrhea 
type of chronic appendicitis with neurasthenic syn- 
drome. 

Operation on August 22, 1919, revealed the as- 
cending colon distinctly elongated and wrapped with 
a loose, sliding, veil-like membrane, smooth in char- 
acter and more marked towards the cecum. The ap- 
pendix measured 31% inches in length and was of the 
diameter of a narow lead pencil. It was neither sup- 
ple nor pliable, but definitely fibrosed. There were 
no kinks, nor any peri-appendiceal adhesions. 

Three days after operation the patient had a cop- 
ious bowel movement, the result of an enema. Five 
days after operation the patient was comfortable, 
had slept well, and had had no further diarrhea. 
Seven days after operation there was a large, formed 
bowel movement after an enema. Eight days after 
operation there was a formed bowel movement—the 
first natural passage since October, 1918, and with- 
out the sensation of pressure on the rectum, of which 
the patient had previously complained. Her appe- 
tite was increasing rapidly. Four months after opera- 
tion she had a spell of hyperchlorhydria—belching 
and acid eructations ; her bowels moved three times a 
day, but the stools were either formed or semi-solid. 
As time went on the patient became pregnant, gave 
birth to a child and, as her husband expressed it “got 
to be just like her old self”. 


RECAPITULATION. 


Case I: Constipated since childhood; abdominal 
discomfort; psychasthenic syndrome apparently pre- 
cipitated by influenza infection; appendicectomy— 
adhesions; improvement began day after operation 
and progressed to complete cure. 


Case II: Constipated since childhood ; abdominal 
discomfort and dyspepsia; nervous depression; ap- 
pendicectomy—lumen obliterated and organ sur- 
rounded by adhesions ; on the fourth day after opera- 
tion a natural bowel movement took place, and one 
occurred daily thereafter without fail for the several 
months that the patient remained under my observa- 
tion. 


Case III: Pain in epigastrium and right “side”, 
burning, sharp, or cutting and radiating to right hip 
and knee; bowels regular; pressure at McBurney’s 
point reproduced the pain in the epigastrium ; appen- 
dicectomy—appendix rigid, tubular, kinked and sur- 
rounded by adhesions; after operation improvement 
progressed to complete cure. 
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Case IV: Constipated since childhood; previous 
treatment for supposed gastric ulcer; persistent 
vomiting complicating pregnancy ; local signs of ap- 
pendicitis ; appendicectomy—appendix showed acute 
exacerbation of chronic inflammatory process, ad- 
hesions; the day after operation nausea and vomit- 
ing disappeared and on the tenth day a natural bowel 
movement took place; “gastric ulcer” cured by ap- 
pendicectomy. 

Case V. Persistent diarrhea with cramps; dys- 
pepsia and abdominal discomfort ; “nervous tempera- 
ment”; anaemia, Wassermann reaction weakly posi- 
tive;. roentgenographic report: “functional disturb- 
ance of first portion of colon” ; appendicectomy—ap- 
pendix definitely fibrosed, elongation of ascending 
colon and pericolonic loose membrane; after opera- 
tion on the third day an enema was productive, on 
the fifth day a large formed stool after an enema, on 
the eighth day a formed stool—the first natural one 
in 10 months and without previous sensation of 
pressure on rectum, and as time went on bowels 
moved 3 times a day, but stools either formed or 
semi-solid; patient recovered completely and gave 
birth to a child. 

SUMMARY OF SYMPTOMS. 

The great variety of symptoms that may be caused 
by chronic appendicitis is strikingly shown by tabula- 
tion from all the nine cases which were especially 
studied for the basis of this and the previous paper. 
The number of symptoms of which any one patient 
complains varies with the duration of the disease— 
especially the duraton of peristalsis inhibition (cen- 
stipation )—and the type of pathologic disturbance of 
the appendix (adhesions, kinks, stricture, or oblitera- 
tion of lumen, etc). In all these patients all the 
symptoms cleared up after appendicectomy. To say 
in a given case whether or not the appendix is the 
disturbing factor is the difficult problem, which is 
best determined by judicious weighing of the symp- 
toms and the finding of definite tenderness over the 
appendix. 

1. Digestive Tract. Appetite poor ; tongue coated ; 
bad taste; acid eructations, belching (“dyspepsia”, 
hyperchlorhydria?); nausea, vomiting (pyloros- 
pasm?) ; ulcer mimicry; tympanites—often relief of 
certain symptoms by passing! flatus; constipation— 
habitual and often obstinate, often since childhood 
(hypoperistalsis ) ; discharge of mucus from bowel, 
diarrhea (hyperperistalsis) ; pressure on rectum at 
stool. 

2. Nervous System (the ‘“psychasthenic syn- 
drome”. Depression; lack of concentration, confu- 
sion of ideas, forgetfulness ; loss of energy, ambition, 
initiative, efficiency; restless nights—sleep disturbed 
by fantastic dreams; indispositon to get out of bed 
in the morning; fatigue—tired feeling during the 
day; extremities alternately cool and warm, chilli- 


ness; palpitation. This group of symptoms can be 
attributed to the effects of toxins (fecal) upen the 
psychic, motor, and vasomotor portions of the central 
nervous system. 

3. Pains. ‘eadaches, dull and at times frontal; 
pain around the heart, down the left arm, in the back 
(toxic myositis) ; pain in the epigastrium (reproduc- 
tion by pressure on appendix is significant) ; pain in 
the right iliac fossa radiating to right testicle, right 
thigh, or right knee. 

4. Post-operative. There is a gradual, progres- 
sive disappearance of symptoms, often beginning the 
day after operation. Among the first to go are the 
toxic pains and disturbed sleep—the patient sleeps 
more soundly, more refreshingly, and the slumber is 
no longer disturbed by fantastic dreams. Then the 
digestive tract begins to functionate normally; the 
bad taste disappears; the coated tongue clears; the 
appetite improves; there is no longer discomfort 
from food; regulation of peristalsis with riddance of 
gas and natural passage of stool, usually beginning 
on the fourth day and continuing thereafter daily. 
Pressure on rectum during stool, when present, dis- 
appears. Gain in weight. Depression disappears; 
ambition, energy, initiative, efficiency, and memory 
return. 

It would be well to establish this syndrome upon 
the basis of pathologic physiology. The outstanding 
feature is constipation, which is obviously due to re- 
tarded motor activity of the bowel: the ascending 
colon becomes fagged. What is the cause of this re- 
tarded motor activity? The theories advanced—e. g. 
that of Robert Morris, according to which the sym- 
pathetic ganglia are affected,—do not quite dovetail 
with the findings. I wish the following theory could 
be proven, for it explains matters from the clinical 
standpoint so satisfactorily : 

The appendix is morphologically the beginning of 


the large bowel; the appendix itself, of course, be-. 


gins at its tip. Let us assume the peristaltic waves 
of the large bowel are initiated at the tip of the ap- 
pendix, travel along that organ and, reaching its base, 
are transmitted to the large bowel (cecum). Now, 
when the appendix is fibrosed, kinked, strictured, or 
bound down by adhesions these irritating peristaltic 
waves are interfered with and reach the cecum with 
disturbed regularity. After removal of the appendix 
the peristaltic waves are still initiated at the beginning 
of the large bowel, but this beginning now corres- 
ponds to the former site of the attachment of the ap- 
pendix. The cecum, however, being free from 
fibrosis, kinking, stricture, or adhesions is able to 
transmit regular and forceful peristaltic waves to the 
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remainder of the large bowel. This theory explains 
not only the symptoms previous to operation, but alse 
the rapid recovery after operation. 

Whatever the mechanics of constipation may be, 
the effect ef such long continued constipation is un- 
mistakable in the appearance of auto-intoxication 
with its slow poisoning of the tissues of the body, 
above all the fragile nerve tissues, including the cen- 
tral nervous system, the outlying sympathetic sys- 
tem, and the endocrine organs that they control. 


CONCLUSIONS. 

1. Chronic appendicitis manifests itself by dis- 
turbances of the digestive tract, and of the nervous 
system, by various pains and aches,—symptoms that 
rapidly disappear after removal of the diseased ap- 
pendix. 

2. These symptoms vary in number in direct pro- 
portion, usually, to the time ef existence of the dis- 
ease and to some extent with the type of the patho- 
logic appendix. 

3. The diseased appendix is the greatest and most 
frequent disturber of peristalsis of any of the ab- 
dominal organs. The theory here advanced—one 
that explains the pre-operative symptoms as well as 
the rapid post-operative disappearance of symptoms 
—is that the appendix at its tip initiates the peristaltic 
waves of the large bowel, but when fibrosed, kirked, 
strictured or bound down by adhesiens is no longer 
able to functionate in this capacity ; after removal of 
the appendix the peristaltic waves are initiated at 
what is now the beginnng of the large bowel—the 
former site of the base of the appendix—and are able 
te continue unhampered and with regularity. 


4. The diagnosis must be based upon a careful 
estimate of the case together with the results of local 
examination, 

5. In view of the nervous state of many of these 
sufferers from chronic appendicitis it seems best to. 
remove the appendix under local anesthesia, “steal- 
ing” it during twilight sleep. By this anociation 
method untoward reaction from the operation is 
practically never seen, and the nervcus system re- 
covers much more rapidly than after ether anesthesia. 


Lunc INFECTIONS AFTER TONSILLECTOMY. 


Is there any excuse for carrying a patient back to 
bed, flat on his back after a tonsillectomy, to “gargle” 
and inhale septic throat contents and blood, when he 
could just as easily be transported in the prone posi- 
tion with the head turned to one side and so let gravity 
keep the airways free?—Ratpu M. Waters in The 
Journal of the A. M. A. 


SOME MANIFESTATIONS OF SYPHILIS OF 
INTEREST TO SURGEONS.* 
WILLIAM ‘PEARCE CoueEs, M.D., F.A.C.S., 


Boston, Mass. 


The surgeon has been one of the last to realize the 
importance of certain manifestations of this protean 
disease in connection with his special work. 

Recent studies by Wassermann tests and skeletal 
roentgenography show how many cases of latent or 
unrecognized syphilis there are in our large centers, 
especially among our hospital patients. Probably 
from 8 to 10 per cent. of any large community have 
been the victims, innocently or otherwise, of the pale 
spirochaete, and of the general ho=pital class about 
18 to 20 per cent. It is readily seen that, this being 
the case, the surgeon has a potential problem as re- 
gards syphilis much oftener than he realizes. 

Thought of this kind may save many a case a pro- 
tracted convalescence after operation. 

Naturally the surgeon encounters many of the dif- 


ferent manifestations of the disease which he at once 


recognizes, or suspects, but it is the atypical, unusual 
ma~ifestations concerrirg which we must be on our 
guard. It would seem that at the present time every 
surgeon as well as the general practitioner and in- 
ternist should understand that a negative Wasser- 
mann reaction means nothing as regards the possi- 
bility of an obscure lesion being due to syphilis; un- 
fortunately frequent reminders that the surgeon 
may times has the opposite idea prove the conten- 
tion. Mary cases of old bone syphilis have a negative 
Wassermann reaction and often this fact has. led to 
much confusien and trouble with such cases. 

It is certainly humiliating to the surgeon to excise 
a testicle for supposed neoplasm or tuberculosis, and 
find that the trouble was a gummatous infiltration. 
In the 
same way amputations have been performed for sup- 


Such an occurrence is not very uncommon. 


posed malignant growth where the trouble was a 
gumma. 

Strange as it may seem, primary lesions on the lip 
have been mistaken for epithelioma, and radical 
operations advised. In ali cases where there is the 
slightest doubt, resort to the dark field illumination 
and examination of serum from the lesion will give 
the correct diagnosis in most cases. 

In all obscure cases if one forms the habit of in- 
stinctively looking at the pupils and testing the knee 
jerks, much valuable information will be acquired 
in a minute or so of time, and some cases of sup- 
posed gall-bladder disease will be saved from opera- 


*Read at a meeting of the Portsmouth Medical Society, 
Portsmouth. N. H.. February 1. 1021. 
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tion and specific treatment started early for their 
tabes. 

Syphilis is of vastly more importance to the sur- 
geon in regard to differential diagnosis than in re- 
gard to operative treatment for known specific les- 
ions. The dilatation of syphilitic strictures and the 
correction of deformities from destructive specific 
inflammation, such as saddle-nose, make up a consid- 
erable part of the active surgery needed in this dis- 
ease. The overwhelming majority of cases of syphi- 
litic disease are operated upon with a wrong diag- 
nosis, gummata being mistaken for malignancy, 
neoplasms, and syphilitic bone disease for osteomye- 
litis of pyogenic character. 

Within the abdomen there are many obscure mani- 
festations of syphilis that have been mistaken for af- 
fections demanding operation, and the surgeon must 
have an eagle eye in cases of obscure abdominal 
symptoms. 

E. Martin’ studied 100 surgical cases taken at ran- 
dom, and found a positive Wassermann reaction in 
19, and only 2 of these gave clinical evidence of syph- 
ilis. The cases entered the hospital for operation for 
cholecystitis, goiter, and various other surgical condi- 
tions. He says, “The rapid evolution of chancre of 
the lip with the prompt and characteristic lymph- 
adenitis were sufficient to exclude cancer. Neverthe- 
less some of these were operated upon; the cutting of 
a wedge, quite inadequate for cancer, did no _par- 
ticular harm in syphilis, though there was deform- 
ity”. 

In regard to this Finney? found at Minnequa Hos- 
pital in 264 cases with questionable complications, 
there were 40 positive Wassermann reactions in the 
medical cases of the group, and 41 in the surgical, or 
32+ per cent. in all. The surgical cases represented 
ron-union of fractures, sluggish appendicitis ab- 
scesses, gall-bladder infections and strietures of the 
intestine, simulating cancer. 

Nuzum* found that 8.7 per cent. of 1,000 tabetics 
had been subjected to laparotomy one or more times. 
Among the mistaken diagnosis were gastric ulcer 19, 
gall-bladder disease 19, and appendicitis 18 cases. 
One tabetic had had five abdominal sections and fol- 
lowing each operation the old pain and persistent 
_ vomiting returned,—that is the unrecognized gastric 
crisis. 

It is not always the chronic case with obscure ab- 


dominal symptoms that confuses the surgeon, but 
also the apparently acute abdominal emergency case 


brought into the accident ward and operated upon at 
‘once with the diagnosis of perforation of some ab- 
dominal viscus. or of an acute inflammatory process 


with spreading peritonitis, has sometimes proved te 
be an instance of tabes. 

Pericolic membranes and intestinal trouble attri- 
buted to them are conditions that have been studied 
considerably of late. I have knowledge of such find- 
ings in some patients that I knew definitely to be con- 
genital syphilitics, and others that I strongly sus- 
pected of this infection. These patients all complain 
of the same set of symptoms,—abdominal pain, 
much gas, and indigestion. Some are ptotic, and all 
are markedly “neurasthenic”. It often comes to pass 
that these patients are operated upon for supposed 
gall-bladder disease, the appendix is removed, and ad- 
hesions separated ; they are better for a time and then 
relapse into their former state of misery. One such 
case, that of a young woman, definitely a congenital 
syphilitic, was greatly helped in this connection by 
anti-syphilitic treatment. It would be foolish in the 
extreme to say that all such cases had an unrecog- 
nized syphilis te. account for them, but some observ- 
ers have reached, rightly or not, very definite conclu- 
sions in regard to these cases. 

There are two theories in regard to the etiology of 
pericolic membranes, one that they are inflammatory 
in origin, the result of stasis (Lane), due to “crystal- 


ization” of lines of strain,or due to membranous peri- 
colitis (Jackson). Cheever* believes that these veil- 


like pericolic membranes are congenital variations, oc- 
curring in at last 10 per cent. of individuals, causing 
no symptoms in the majority of cases. He says fur- 
ther, “The other type of membrane, whose cause is 
either inflammation spreading from some visceral 
lesion, or, as I think less likely, peritoneal irritation 
from intestinal stasis, are more likely to cause symp- 
toms and require operative relief”. 


There is no question that many of these patients 
do have marked abdominal symptoms, and are a cause 
of worry and perplexity to their physicians and sur- 
gical consultants. 

Very recently Castex and del Valle® have written 
at length on the subject of membranous pericolitis, 
or chronic abdominal syndrome, and their contention 
is that practically all of these are due to congenital 
syphilis. Their article on the subject is well worth 
careful reading, even if it is not entirely convincing. 
They do not deny that some of these cases are bene- 
fited by active surgical treatment, but plead that all 
should have treatment for syphilis. Some of their 
reported cases showed wonderful improvement under 
this plan, and a number seemed to be permanently 
cured. 

The broader subject of syphilis of the peritoneum 
in general has been little studied or thought of in 
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this country, though occasionally it must be consid- 
ered by the surgeon. With all the recent knowledge 
concerning thé usual manifestations of syphilis that 
interest the surgeon as well as the internist, it is 
surprising how little has been written concerning the 
po sibilities of definite specific lesions of this struc- 
ture. Judging by analogy, gummatous peritonitis 
should be occasionally met as well as other unusual 
manifestations of the disease. 


It would certainly be hard to prove at all times that 
certain cases, thought to be tuberculosis, were not in 
reality syphilitic peritonitis. We know that it is at 
times most difficult for the pathologist to pronounce 
definitely between a tuberculous and «4 specific lesion 
and with the absence of giant cells and the tubercle 
bacillus it may be impossible. It has recently been 
shown that not a few cases of supposed tuberculous 
cervical adenitis were in fact syphilitic, and all care- 
ful clinicians recognize the importance of ruling out 
syphilis in such cases. Gummatous peritonitis is 
much the same in its possibilities. 


Letulle® says, in regard tc this, that there is a form 
of peritonitis due to syphilis which is of especial in- 
terest to the surgeon. This is a kind of syphilitic de- 
formation along the colon of avery peculiar charac- 
ter. It transforms the ascending colon by pull of ad- 
hesions to a C or a U in shape, and often leads to ob- 
struction. Ascites is often also produced in this form 
of inflammation. It is quite often associated with 
cirrhosis of the liver, but is a definite entity, apart 
from this. Graphic pictures of this deforming type of 
syphilitic peritonitis are shown. The parietal and vis- 
ceral peritoneum are both altered in these cases, he 
says. The peritoneum is irregularly thickened and a 
dull white in color. These processes occur chiefly in 
the upper part of the abdomen, and the upper surface 
of the liver is often firmly fixed to the diaphragm 
by heavy adhesions. There is also a shortening of 
the small intestine accompanied by thickening of the 
intestinal wall, the flexures of the intestine are much 
decreased in number and there is a general stiffening 
of the gut. The coils are manifestly sclerosed, with 
right obtuse angles at the flexures, the mesentery be- 
ing also thickened. All this produces a marked re- 
duction in the length of the intestine, which may be 
reduced to one-half its normal length. Such findings 
may give rise to sudden obstructions, and in any 
event, though extremely rare, are of direct interest 
to the surgeon, and the specific origin of such condi- 
tions should always be thought of, when they are en- 
countered at the operation. 


The subject of syphilis in connection with frac- 


tures is one of ever-present interest to the surgeon, 
and in cases of non-union and delayed union it should 
always be in mind. A Wassermann test should be 
performed in every case of ununited fracture, and in 
every case where union is delayed. Many such cases 
are found to have a positive reaction, but if it is neg- 
ative, skeletal roentgerography of other bones should 
be employed, to see whether there is evidence from 
this of a previous bone lues. Acquired syphilis, as 
pointed out by Gellé’ and others, may predispose to 
fracture of bone especially in the tertitary period. 
Spontaneous fractures in syphilis, outside of tabes, 
are not very infrequent. There are at work in such 
cases one of two different processes, either an in- 
creased general porosity of the bone, or a local lesion 
which has diminished the bone resistance at a certain 
point. Institution of specific treatment in such cases 
is productive of the happiest results, as I have proved 
more than once. 

It is needless to speak of the tabetic arthropathies, 
perhaps, but it is unquestionable that many are un- 
recognized by the surgeon and treated as other con- 
ditions. 

There is one most interesting manifestation in this 
connection, occurring in congenital syphilis rather in- 
frequently, that is symmetrical synovitis of the knees, 
first described by Clutton, an English surgeon, in 
the Lancet in 1886. This condition is known famil- 
iarly in England as “Clutton’s knees”, and every sur- 
geon and orthopedist should be on the lookout for it. 
I have been fortunate in recognizing several cases. 
Associated with it we are apt to find deafness and 
interstitial keratitis. It is apt to come on in late 
childhood and early adolesence, and resists ordinary 
treatment to a marked degree. When the correct 
diagnosis is made, the cases are usually at least 
symptomatically cured, but they do not respond to 
treatment as quickly as do some other manifestations 
of the congenital type of the disease. 

Arother type of rather unusual manifestation of 
syphilis of interest to the surgeon is luetic bursitis, 
first described in this country by Churchman* some 
years ago as luetic bursopathy of Verneuil. This 
luetic bursitis is often unrecognized as such, and 
long periods of treatment are given unsuccessfully. 
The condition may follow trauma, or arise without 
it. Churchman says, “The picture is one of an indo- 
lent affection of the bursae. The disease is quite in- 
dependent of syphilitic arthritis, the bursae involved 
being most often those unconnected with the joints. 
The bursae involved are those mostly exposed to 
trauma, but trauma only determines the site which 
the disease will occupy”. 
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I have found a number of such cases, where 
operation has been performed, or the patient treated 
by rest and heat, without results; the most startling 
results followed the recognition of the true cause, 
and vigorous specific treatment. These conditions 
must be sharply differentiated from the tabetic arth- 
ropathies ; they are cured, and the arthropathies are 
not. It is not too much to say that all indolent bur- 
sitides should be most carefully scrutinized, especial- 
ly if there is no definite occupational trauma to 
cause them, and means taken to prove or disprove 
their luetic origin. 

It has been impossible in this paper to touch on 
more than a. few of the unusual and sometimes 
bizarre manifestations of syphilis of interest to the 
surgeon, but if the subject matter is responsible for 
the recognition of one additional case of obscure 
syphilis that the surgeon sees, it will have well ful- 
filled its purpose. 
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AN OPERATION FOR VESICO-VAGINAL 
FISTULA: A CASE REPORT. 


BENJAMIN BRABSON CATES, 
KNOXVILLE, TENN. 


Vesico-vaginal fistulae, according to cause, location 
and size are sometimes easily cured by operation. At 
other times they are most obstinate, taxing the sur- 
geon’s patience almost to the breaking point. 

It will be allowed that an incisional fistula follow- 
ing an operation, whether intentional or accidental, 
if properly managed, heals kindly, and one made for 
drainage of the bladder is almost impossible to keep 
patulous. But a vesico-vaginal fistula due to pres- 
sure necrosis, as sometimes happens in confinement, 
the burn of a cautery, or the application of a ligature 
or the bite of a forceps in hysterectomy and other 
operations, rarely closes except by operation, and it 
often requires several séances to effect a cure. 

If the fistula is small and the tissues elastic and 
easily mobilized it is comaaratively easy to close a 


vesico-vaginal fistula. But if the fistula is high up 
towards the fornix of the vagina, and the vagina is 
held in a mass of cicatricial tissue, it is not an easy 
matter to clese it. A few years ago I happened upon 
such a case. 

The patient was a nulliparous white woman about 
thirty or thirty-five years of age, upon whom a 
panhysterectomy had been performed two or three 
years before by a physician in another city. 

She was a working woman, which made her con- 
dition the more grievous, as the urine kept her per- 
son and clothes wet, and the smell of decomposing 
urine made it difficult for her to earn a living. 

I thought it would be a small matter to close the 
opening by invaginating the fistula into the bladder 
with a string on a probe as recommended by R. F. 
Amyx, a Western surgeon, until I had her on the 
operating table. 

The fistula, about the size of a large pin’s head, 
was high up in the vagina, firmly fixed in a mass of 
cicatricial tissue. It was not only immovable, but im- 
pervious to the smallest prebe uxder ordinary pres- 
sure. I was afraid that if 1 tried to mobilize the 
vagina I might make matters worse. It occurred 
to me that by making a circular incision around the 
fistula partly through scar tissue and extending the 
incision into normal vaginal mucosa below the fistula 
I might dissect a cuff of tissue towards the fistula 
which, when tied and the raw surfaces approximated 
with a couple of purse-string sutures, would close 
the fistula. 

I proceeded to put my plan into executien by dis- 
secting this cuff towards, but stopping short of, the 
fistula. This cuff of tissue is funnel-shaped and was 
tied tight near the smallest part of the funnel or stem 
with No. 1 catgut. The excess of the cuff was cut 
away and the tied stump buried under the new sur- 
faces with two rows of catgut sutures inserted in a 
purse-string manner. I kept a Pezzar catheter in 
the bladder for a few days after the operation, 
though I doubt if it is necessary to do so under such 
circumstances, 

The plan worked nicely, and the wound healed 
kindly. I saw the patient two or three years after 
the eperation and she was quite well and happy that 
she was rid of her nuisance. 

I report this procedure because after an extensive 
examination of the literature and inquiry among sur- 
geons who do large numbers of operations, I have not 
learned of its being used before; also because it may 
serve some surgeons a useful purpose in a similar 
case: and. finally. because of its simplicity. 
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ACTINOMYCOSIS. 


Human actinomycosis is not as rare a disease as, 
apparently, it is generally regarded. It occurs in 
many countries and in various communities, urban as 
well as rural; and its incidence is not limited to con- 
tacts peculiar only to certain occupations. Since 
Israel first recognized and described actinomycosis in 
man, in 1878, varoius dicta have come to be attached 
to our notions of the disease, and have been handed 
down from text-book to text-book as accepted teach- 
ings. The correctness of some of these may well be 
questioned. 

It is generally taught that actinomycosis invades the 
body through the mouth, the respiratory tract or the 
intestine. This belief makes no satisfactory explana- 
tion of cases of actinomycosis limited to small areas 
of the skin, e. g., of the hand or foot, or of actinomy- 
cosis of the soft parts unrelated to the intestinal and 
respiratory tracts and remote from the mouth. These 
probably arise—as some cases would appear to de- 
monstrate—from direct infection through the skin, 
although, to be sure, transmission through the blood, 
without any known visceral lesion, is a possibility 
that has not been disproved. 

The hypothesis concerning the modes of invasion 
of the disease is probably derived in part from its 
frequent localization in the jaw and cervico-facial 


region, the lung and the intestines, and takes its sup- 
port from Lord’s discovery of actinomyces in carious 
teeth of uninfected individuals (1911) and, more 
especially, from the earlier investigations of Bos- 
treem (1891), who found molds resembling the my- 
celia in antinomycotic pus, on vegetables where graz- 
ing cattle had developed the disease. He showed that 
particles of vegetable matter are forced down under 
the gum and between the teeth of cattle, and demon- 
strated fragments of barley “whiskers” in several of 
these and in the pus of a woman’s submaxillary ab- 
scess. In a second published study of human acti- 
nomycosis, reporting 25 cases, (The Lancet, April 
30, 1921), Leonard Colebrook says of Bostroem’s de- 
ductions : 


This chain of evidence is not, however, very satisfactory 
when looked at from the standpoint of to-day. We now 
know .... that an anaerobic species (Actinomyces bovis), 
and not the organism described by Bostrém, is most com- 
monly the infecting agent in actinomycosis, of man at any 
rate. Secondly, Actinomyces bovis has never, so far as 
I am able to ascertain, been met with outside the animal 
body. There are many species of actinomycetes recoverable 
from soil, but all appear to be aerobic organisms with charac- 
ters quite different from those of Actinomyces bovis..... 

Actinomyces bovis is a very delicate organism, which 
grows only at temperatures near that of the human body and 
very sparsely, if at all, in the presence of air; it also dies 
out very readily, especially when dried, and has not been 
shown to form spores. Having these characters, there 
is little lixelihood that it has its “natural” habitat outside 
the human and animal body. Again, it is, perhaps, sig- 
nificant that the incidence of actinomycosis seems to be 
no greater among the agricultural population than among 
town dwellers; and women are affected almost as fre- 
quently as men. Finally, it may be remarked that only in 
a very small percentage of cases is there any record of a 
vegetable foreign body having been evacuated from the 
primary abscess or a history which suggests the pro- 
bability of this mode of infection. Only one of the 
author’s 25 cases had such a history. 

In view of all the above considerations it seems highly 
improbable that infection is usually conveyed to man in 
the manner suggested by Bostr6m. At the same time one 
must acknowledge that there are a fair number of well- 
attested cases on record in which infection seems definitely 
to have followed the impaction of vegetable material. 


It must be said, however, that, as is indicated in the 
above quotation, Colebrook limits the term actinomy- 
cosis ta infections produced only by the actinomyces 
bovis (Wolff-Israel), as proven culturally, and ex- 
cludes those in which there are found granules com- 
posed of Gram-staining mycelia which culturally dif- 
fer from the actinomyces bovis, those in which there 
are granules composed not of mycelia but of bacillary 
organisms, and those in which the infection is by 
Gram-staining mycelia that do not aggregate into 
granules visible to the naked eye. For the latter class, 
which Colebrook regards as a large and heterogene- 
ous one, he would retain the term streptothricosis. 

Homer Wright preceded Colebrook in these views. 
He does not regard, as does Foulerton, actinomyces 
and streptothrix synonymous, and would apply to in- 
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fections produced by the mycelia described by Bos- 
troem and others the name narcodiosis. 

Clinically, “actinomycosis” is accepted as a disease 
producing certain recognizable reactions in the tis- 
sues, and caused by a variety of mycelial organisms 
generally spoken of as streptothrix. The classifica- 
tion of these organisms has not been very satisfactory, 
however, and the confusion becomes all the greater 
when, for example, one reads in Park’s “Pathogenic 
Microorganisms” (7th edition) “Certain strains of 
actinomyeces grow-aerobically and others anaerobi- 
cally. . . . The cultures are quite resistant to outside 
influences; dried they may be kept for a year or 
more”. (Compare Colebrook. ) 

If infections by these various organisms are clinic- 
ally the same and are to be treated by tc same 
methods, the dispute has more interes’ ‘> .ue bacteri- 
ologist than to the surgeon. There 1s, however, a 
very evident importance attaching to the significance 
of the sulphur granules so characteristic of most 
cases of actinomycosis. Failure to find these may 
lead to diagnostic error. In his “Clinical Surgery by 
Case Histories”, recently published, Hertzler records 
(page 132) a fatal actinomycosis of the jaw and face, 
with characteristic crater-lfke sinuses, in which the 
absence of granules in the pus led him from making 
the correct diagnosis, which, however, was established 
by sections of tubercles in the peritoneum of a guinea- 
pig inoculated with the pus. (Morphologic and cul- 
tural characteristics of the organism not stated). 

Delay or failure in diagnosis may arise not merely 
from absence of the granules, but also in not recog- 
nizing or not properly examining them. Says Cole- 
brook : 


Cases of actinomycosis are not infrequently missed, I 
think, because the surgeon does not himself search for 
granules in the fresh pus, but simply directs a specimen 
to be sent to the laboratory. Pending its examination 
the pus clots and the granules, being caught up in the 
coagulum, become more difficult to detect. Moreover, 
the pathologist, often not forewarned that the nature of 
the case suggests the possibility of actinomycotic infection, 
does not search for granule, but takes a loopful of pus at 
random for film preparations and the inoculation of cul- 
ture medium...... 

The following simple procedure may be recommended 
for the detection of granules whenever their presence. is 
in doubt. A few drops of pus are collected in a test-tube 
half full of water and fitted with a cork. On vigorously 
shaking the tube all the elements of ordinary pus will be 
emulsified or at least reduced to fine shreds; if, however, 
actinomycotic granules are present they will not be broken 
up, and on holding the tube up to a light will be easily 
detected by virtue of their opacity as cream-colored spherical 
bodies of about % to I mm. diameter, which quickly sink 
to the bottom of the fluid. 


Actinomycosis may involve any tissue, including 
bone, but it does not appear to spread through the 
lymphatics. At any rate, lymphatic glands show a 
“remarkable immunity”. The acceptance of this as 


a rule without exceptions might, however, also lead 
to diagnostic error, for the neighboring lymph glands 
may be extensively involved—sometimes, to be sure, 
by secondary infection, but also occasionally by con- 
tiguous extension of the actinomycosis itself. 

The mortality from actinomycosis is high, the per- 
centages varying with the regions involved. The 
purely skin infections, the least common, are the 
least, and visceral invasions, especially the brain, the 
most fatal. Of the intestinal cases, appendiceal and 
cecal involvement are the most commen, and perhaps 
actinomycosis is more often the cause of suppurative 
appendicitis than is recognized. 

Therapeutically, potassium iodid has long been 
highly regarded. Introduced into veterinary practice 
by Thomassen in 1885, it was proclaimed as a cure of 
human actinomycosis by Nocard in 1893. Since then 
it has been a large feature of the therapy of the dis- 
ease as presented in all the text-books. Its virtue, 
once highly extolled, is now questioned. That it is 
not a specific must be adinitted. That it exercises no 
influence on the disease, as some assert, may also be, 
but probably is not, true. Admittedly, there have 
been many cases in which the patient took large 
amounts of potassium iodid without improvement, 
but there have been too many instances in which the 
drug appeared to be highly beneficial for us to lightly 
abandon it. Cured cases have been reported in which 
the only recorded treatment was by iodid. The edi- 
tor has seen a very threatening recrudescence of acti- 
nomycosis of the groin and pelvis, in a case twice 
radically operated upon, subside completely and go 
on to definitive cure, while—if not because—the 
patient was taking potassium iodid, and with no 
other treatment. Since extensive surgical attack 
sometimes fails to arrest the disease, and thorough 
exposure plus vigorous treatment with iodid inter- 
nally and locally often does result in cure, it would 
be wrong to deny our patients the possible benefit of 
a treatment that has seemed to accomplish so much. 

While therefore unwilling te accept, until better 
evidence is forthcoming, the opinion of some, which 
Colebrook seems to share, that iodin is of no benefit, 
we would emphasize the importance of bold surgical 
attack. Where expedient, the affected skin should 
be excised and every pocket and sinuses in the deeper 
tissues laid open or adequately drained. All parts of 
the wound should be irrigated once daily or oftener 
with an iodin solution, e.g., Lugel’s in full or reduced 
strength, and potassium or sodium iodid administered 
in large doses. In the editor’s case above referred to, 
a soldier almost moribund when admitted to the Base 
Hospital, the patient took 700 grains of potassium 
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iodid every day for several weeks after the operation, 
without any ill-effect! Some recommend intermitting 
the treatment every few days, which may be quite de- 
sirable and is perhaps no less effectual. 

Copper sulphate internally has been recommended 
by Bevan. It can be administered, in salol-coated 
pills to obviate vomiting, with the potassium iodid or 
during periods of iodid intermission. It has not been 
shown that salvarsan or #-rays exercise a beneficial 
influence on the disease. Kolmer (Keen’s Surgery, 
Volume VIII) records that “successes in the treat- 
ment of actinomycosis with vaccines are claimed by 
Whittier, Wynn, Dean, and Malcolm. Frazier was 
unsuccessful in the treatment of one case of abdo- 
minal infection. If potassium iodid fails, the surgeon 
may try an autogenous vaccine. ... . In Malcolm’s 
case of two years’ duration, iodid being swallowed 
month after month and pound after pound, two 
sinuses and a nodule gradually healed under weekly 
subcutaneous injections of a vaccine containing 
4,000,000 to 5,000,000 actino-fragments”. Colebrook 
also is of the opinion that “the treatment of actinomy- 
cosis by vaccines facilitates recovery when efficient 
surgical drainage of the affected tissues is secured 
and maintained”. 

In so serious and so chronic a disease as actinomy- 
cosis which often, even when the infection is limited 
and not unfavorably located, spreads slowly to a fatal 
termination in spite of every effort, and, on the other 
hand, may subside and get well at a time when one al- 
most despairs of a cure, it is manifestly not easy to 
assess the value of any of the remedies recommended, 
and we must, perforce—until something better is of- 
fered—try them all, if need be. 


PLASTIC AND COSMETIC SURGERY OF 
THE FACE AND NECK. 

Plastic restoration of the nose is a very old if not, 
indeed, an ancient art. In modern times plastic 
operations on the eyeids—for burn contractures, en- 
and ectropion, ptosis, exophthalmos—have been an 
integral part of ophthalmologic surgery, and a 
limited number of men have developed skill in the 
cosmetic improvement of other facial features, espec- 
ially the nose. 

There is now, it seems to us, a quickened interest 
in facial cosmetic werk—a field that was once exploit- 
ed largely by quacks—on the part of the medical pro- 
fession. This can be traced to three sources: the in- 
creased demand for this work created by the com- 
petitive struggles of modern life, on the one hand, 
and by the development of safe and satisfactory 
methods, on the other hand; the reaching out by the 


general, and perhaps more especially the rhinological, 
surgeon for “a new world to conquer” ; and, unques- 
ionably, the large amount of successful facial recon- 
struction accomplished during the recent war. 


It can scarcely be said that this war work evolved 
any new principles in maxillo-facial plastics or pros- 
thetics. It did develop, however, several new meth- 
ods of applying, several bold and novel adaptations 
of, old principles, which are descrbied in the remark- 
able work of Gillies’, reviewed on another page, and 
in many other books and articles. These publica- 
tions, now being read with deep interest, fully eluci- 
date the successful methods, achieved through many 
disappointments and failures, that will form the basis 
of future plastic surgery of the face and neck; but 
concerning cosmetic alterations, as opposed to plastic 
and prosthetic replacement, of the features, these 
books say very little. 

A review of the development of both the cosmetic 
and the reparative plastic surgery of the head and 
neck, a description of the methods that have been and 
that are being used, would be timely. Such a study of 
the subject is being made by Drs. Gustav Tieck and 
H. Lyons Hunt, of New York, both experienced in 
this branch of surgery, and will be published, in serial 
form in the JournaAL. The first article, an historical 
introduction, appears in this issue. The July article 
will consider keloids. 


Surgical Suggestions 


In “gunshot” wounds of the thorax hemorrhage 
is much more apt to be from the lung than from the 
chest wall; and an intercostal artery, divided by the 
missile, rarely bleeds. In stab wounds of the chest, 
however, the intercostal vessels may bleed profusely. 


In gunshot wounds of the chest, as Morelli has 
pointed out, if there is hemoptysis but no hemo- or 
pneumo-thorax the lung has been contused but not 
penetrated. Such a contusion of the lung is very 
serious, however, for it is apt to be followed by 
broncho-pneumonia, and this may be followed by 
lung abscess. Morelli succeeded in preventing ab- 
scesses, as he did in stopping pulmonary bleeding, 
by artificial pneumothorax, which compresses and 
immobilizes the lung. 


In cases of fracture of a rib, it is necessary to 
watch the patient carefully for a couple of days to 
note the onset of a possible lung complication. Local- 
ized pneumonitis sometimes, occurs, 
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Selections from Recent Literature 


H. Lyons Hunt, M.D., L. R. C. S., Abstract Editor 


General Indications for Operative Exploration in 
Nerve Injuries. Harry Pratt, Manchester. The 
Lancet, April 16, 1921. 

The writer states that from the serious consideration of 
this problem which is entering into surgical work at the 
present time, it is suggested that exploration, or re-explora- 
tion, should be considered under the following conditions :— 

(1). In complete lesions of the median or ulnar nerves 
in the upper arm. The restoration of function in the proxi- 
mal muscles is to be expected, even after long periods of 
delay, but the distal recovery may probably not take place. 
For lesions of those nerves in which conduction is already 
present as far as the proximal branches with the total failure 
of distal regeneration, exploration is on the whole advisable, 
but short of resection and suture, which may be unjustifi- 
able, nothing can be done. 

(2) In complete lesions of the median or ulnar nerves 
in the forearm. The potential restoration of sensation in 
the median is of such great importance as to warrant every 
effort to ensure its occurrence. In lesions of the median 
in which partial sensory conduction is present, but with 
complete motor loss, resection and suture at this date should 
be strongly condemned. For ulnar, where the intrinsic 
muscles are alone inactive, resection is always worth while. 

(3) In all complete sciatic lesions where end-to-end 
suture can be reasonably expected. 

(4) In musculo-spiral lesions exploration of the nerve 
should precede the' performance of tendon transplantation. 

Alternative operations: Although a technical considera- 
tion of those alternative operations for the restoration of 
function when nerve repair has been deliberately abandoned, 
or has failed to ensure conduction or function, is outside 
the scope of the present study, the question of the appro- 
priate time and indications for their exhibition is one which 
is intimately concerned with the observations of the failures 
and successes of the suture operations. 

Where the nerve lesion is declared to be irreparable after 
an exploratory operation the indication for the perform- 
ance of an alternative operation is clear. But in the case of 
imperfect function following the incomplete restoration of 
conduction the role of the alternative operation cannot be 
so readily defined. Many of the operations performed under 
the latter heading have been premature and have been done 
early in the reconstructive surgery of the war when the 
normal prolonged stage of recovery of the injured or re- 
paired nerve was not fully realised. The capacity for re- 
generation and ultimate function of the nerve after repair 
is apt to be minimised. ‘Every surgeon who has lived close 
to this problem must have felt at times despondent. The 
immedite failures or late failures are easily explained and 
many of their causes can be avoided in the future. It is 
likely, from what has been seen of the behavior of the re- 
generating nerve, that after long periods of time, in a con- 
siderable number of instances, there will be well-marked 
recovery of the function. It is to be admitted, on the other 
hand, that to wait for future recovery of uncertain value 
is likely to be unsound. Again, the alternative operation 
itself may in no way jeopardise the recovery of the nerve, 
and therefore little harm can be done by its early perform- 
ance. Few of the alternative operations have entered per- 
manently into our surgical repertoire. In the upper limb 
these are, above all, the now classical operation of tendon 
transplantation for irreparable muscule-spiral injuries, the 
results of which are extremely gratifying; the simple tendon 
transplantations for restoration of flexion of the fingers or 
thumb in median and ulnar injuries; and in the lower limb 
the destructive operation of tenodesis of the ankle as an 
alternative to the lifelong wearing of apparatus. A new 
procedure has recently been added to the alternative opera- 
tions which belongs to peripheral nerve surgery itself. This 
is the implantation of the proximal end of the radial nerve 


into the median nerve at the wrist—an attempt to restore 
that lost sensory function in the median area which produces 
such a grave incapaciy. This operation was introduced by 
Harris, of Toronto, and is supported by the report of one 
successful case. For the few irreparable lesion of the median 
nerve in the forearm, this operation may be worth a trial. 


A New Principle in the Surgical Treatment of “Con- 
genital Cleft Palate,” and its Mechanical Counter- 
part. H. D. Griies, and W. Kersey Fry. British 
Medical Journal, March 5, 1921. 


Gillies thus summarizes the rationale of his procedure: 

All unoperated hard palates have normal occlusion of the 
non-involved teeth. 

Nearly all operated hard palates have abnormal occlusion 
of the non-involved teeth, (whether after Brophy, Lane or 
Langenbeck operation). 

Nearly all operated palates have nasal intonation to speech 
and narrowed features and nasal passages. ; 

Most unoperated adult cases have enjoyed good health. 

Most palate cases require a dental plate, whether operated 
upon or not. 

Recommendations.—(1) Suture soft palate as far back as 
possible in the pharynx by detachment from hard, making 
the hard palate defect greater; (2) fill the hard palate de- 
fect by appliance from earliest infancy, even at the bottle 
or breast stage. 

Time for Operation.—Lip, early. 
development or later. 

Fry describes appliances (1) to aid feeding until time of 
operation; (2) to hold an epithelial inlay (to prevent the 
raw anterior edge of the newly made soft palate from scar- 
ring over and contracting forward); (3) to maintain the 
restored soft palate in position; (4) to restore the loss in 
the hard palate. 


Palate, before speech 


Radium’s Place in Therapy, A. Strauss, Cleveland. 
Ohio State Medical Journal, May, 1921. 


Strauss comments briefly on the various pathologic con- 
titions in which radium is used and submits the following 
classification of affections amenable to radium therapy— 

Group I—In which radium is the method of choice. 
1. Lymphosarcoma. 
2. Hodgkin’s Disease. 

3. Sarcoma of the Extremities. 

4. Fibromyomata of Uterus uncomplicated and not 

enlarged above the umbilicus. 

5. Menorrhagias. 

6. Carcinoma of the Cervix. 

7. Carcinoma of the Face. 

8. Obstructing Thymus in Infants. 

9. Keloids 

10. Epulis. 

11. Nevus (Hemangioma). 

12. Vernal Catarrh. 

Group II—In which radium is to be used in conjunc- 
tion with surgery. 

1. Carcinoma of the Fundus of the Uterus. 

2. Carcinoma of the Breast. 

3. Carcinoma of the Prostrate. 

4. Carcinoma of the Bladder. 

5. Carcinoma of the Rectum. 

6. Orbital Tumors. 

7. Carcinoma of the Esophagus. 

8. Carcinoma of the Jaw. 

9. Carcinoma of the Tongue. 

10. Carcinoma of the Lip. 

11. Carcinoma of the Antrum. 

Group III—In which radium has given relief but in 
which more experience is necessary before advocat- 
ing its use above other methods. 

. Leukemia. 

. Corneal Ulcers. 

. Toxic Goiters. 

Tumors of the Tonsils. 

Tuberculous Adenitis. 

. Carcinoma of the Larynx. 

. Carcinoma of the Esophagus. 

. Leukoplakia. 
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Group IV—In which radium is only palliative. 
1. Advanced inoperable growths. 
Group V—Skin Diseases. 
Psoriosis, pruritis, lichenification, chronic eczema, 
xeroderma pigmentosum, xanthoma and lupus erythe- 
matosus.—G. S. REITTER. 


Clinical Features as the Determining Factors in the 
Application of Radium and Roentgen Rays in 
Malignancy. Pavur Eisen, Detroit. Journal of the 
Michigan State Medical Society, April, 1921. 

The author states that great importance is attached to the 
physical and biological requirements that are attendant on 
the application of radium and +-ray treatments, but that 
the clinical features of malignancy are often overlooked. 
Yet the one factor that truly deterrnines the amount of rays 
to be employed is the condition of the patient himself, i.e., 
his resistance to the malignancy. 

The most important clinical feature to consider is whether 
or not the lesion is localized, and if it is a recurrent one, 
whether it is local at the site of the original growth. 

The second feature of importance is to determine how 
rapidly the tumor is growing and what influence the rays 
have in checking the rate of growth. 

A third factor is the origin of a cancer or scarcoina in 
its relation to amenability to the rays. Certain cancers of 
the bladder, tongue, vulva and some periosteal and chondro- 
sarcomata are nearly always influenced by the rays. There 
is apparently some relation between the potential malignancy 
of a tumor and the amount of stroma at its base. A hard 
tumor with few cancer celis and a large amount of connec- 
tive tissue is less radiosensitive than is a soft tumor with 
more cellular elements. 

The age of the patient is of great importance. The older 
a patient is and the longer he has had cancer, the easier it 
is to attack it. Cachexia is a disastrous feature of malig- 
nancy. 

Time element is of the utmost importance in destroying 
malignancy. In one case, the necessary amount of rays for 
a given time can be used, while in another, the patients con- 
dition will not allow a full dose to be given at one siiting. 

The combination of surgery and raying is recognized. In- 
fection is to be avoided. Persistent pain is an ominous sign. 
Every effort should be made to conserve the blood supply. 


In the presence of toxic symptoms, raying should cease. 


The blood and urine should be under constant control. 

In addition to the above clinical manifestations, Eisen 
recognizes the great importance of the patient’s immunity 
against cancer. Just what factor reduces the acquired im- 
munity of the patient is not yet known.—G. S. REITTER.. 


Borderline Carcinoma of the Cervix and its Treat- 
ment. Epwarp A. Weiss, Pittsburgh. The American 
Journal of Obstetrics and Gynecology, April, 1921. 


A study of reports in recent literature shows that there 
is a decided inclination to abandon operative procedure in 
favor of radium therapy, and the immediate results by the 
use of radium are so favorable that this procedure seems 
justifiable. It should be remembered that radium has not 
been in use long enough by the large number of gynecologists 
to formulate a definite working technic, that too short a time 
has elapsed to speak of end-results in a large number of 
cases. The author has classified the cancers of the cervix 
into five groups. (1) Favorable cases localized to the 
vaginal portion of the cervix. (2) Early cancer of the 
cervical canai with no palpable extension to the parame- 
trium. (3) Border-line cases—cancers with a moderate 
amount of tissue friability and fixation of adjacent struc- 
tures, which fixation may be malignant or inflammatory in 
character. (4) Advanced cases, suitable for palliative treat- 
ment. (5) Advanced cases, not suitable for any treatment. 
Cancer of the cervix is still to be classed as an operative 
condition when discovered early and the patient is a good 
risk, 

When a doubtful borderline condition is presented, treat- 
ment by radium is advisable and the question of subsequent 
operation should be determined by the reaction obtained; 
but if operation is contraindicated by age, general condi- 
pee heart, kidney, or bloodvessels, radium alone should be 
used. 


A careful comparison between the cautery and radium 
type of treatment shows that both have advantages and dis- 
advantages and that, in carefully selected borderline cases, 
far better results are obtained by a judicious combination of 
cautery amputation followed by moderate doses of radium. 

The results in this small series of borderline cases, while 
generally satisfactory, are far from conclusive. The chang- 
ing views on the subject are presented with the hope that 
other gynecologists of the society will tabulate their results, 
in order that the less experienced surgions may formulate 
some definite plan of procedure in dealing with a diseased con- 
dition which heretofore has presented much difficulty The 
wide range of radium dosage in treating cervical cancer, vary- 
ing from 1500 mg. hours in some clinics to 8000 mg. hours in 
others, shows that no definite conclusions have been reached; 
and while favorable reports have been received from both ex- 
tremes, the use of radium will be somewhat empirical. 
Definite conclusions can be drawn only after a careful tabu- 
— of a long series of cases based on follow-up and end- 
results. 


The Treatment of Abortion Complicated by Sepsis, 
Greorce A. Peck, New Rochelle, N. Y. The American 
Journal of Obstetrics and Gynecology, April, 1921. 

In considering the treatment. of abortion complicated by 
sepsis, there are two schools, one believing that the products 
of pregnancy and the infected uterus should be removed, the 
other advising that the forceful removal of the infected pro- 
ducts is productive of serious and unwarranted harm to the 
patient. For clearness of discussion, abortion is considered 
as any pre-viable expulsion of the human ovum, and ‘if ac- 
companied by a temperature of 101° F. (rectal) may be said 
to be accompanied by sepsis. The author believes in the con- 
servative treatment of abortion complicated by sepsis as 
based on pathologic entities and clinical end-results. Hemorr- 
hage is the only symptom which may demand a prompt 
emptying of the uterus for its control. Every intrauterine 
manipulation or procedure should be executed with the 
greatest care to avoid traumatizing and otherwise injuring 
the endometrium. Late cases, and especially those already 
subjected to, curettement, are eminently suitable for this form 
of treatment. 


Fixation of the Ascending Colon. (Technique de la Fixa- 
tion du Colon Droit—Colopexie en Equerre). P. Duvat 
and R. Gr&corre. Presse Medicale, March 23, 1921. 


The authors describe their technique in detail, claiming very 
good results. Two illustrations are shown in which the 
principal steps of the operation are indicated. They make 
a triangular resection of the posterior peritoneum the length 
of the colon; the ascending colon is then sewed to the under- 
lying tissues by interrupted sutures. In this way, the colon 
becomes densely adherent to the denuded tissues in a short 
time. If fixation of the transverse colon is also indicated, 
the same technique is used except that the anterior parietes 
are used, the colon finally being sutured to the abdominal 
wall. 


Penetrating Wounds of the Chest, C. DEL 
MaRcELLE, Neenah, Wis. The Journal-Lancet, April 
25, 1921. 

The author divides wounds of the chest into perforating, 
not sucking, and sucking wounds. The first class of case 
he treats with adhesive strapping and morphine gr. 4% with 
atropine gr. I-150, and the patient is put at rest for observa- 
tion. Sucking wounds of the chest, when small are not 
necessarily dangerous. When large enough to admit air in 
quantities, they are exceedingly dangerous and cause con- 
siderable shock, mental and physical depression, and hemorr- 
hage. If these wounds are packed with gauze, bleeding is 
seldom arrested, whereas if the chest wounds are pinned up 
with one, two, three, or more safety pins, which include the 
skin and as much of the muscle as possible, and then the 
dressing is applied, mortality is lessened. 

This, of course, is an emergency treatment, to be applied 
for patients who arrive in the hospital. Later a débridement 
of the superficial wound is performed and deep mattress 
sutures are applied. The patients are put to bed in a sitting 
posture, and morphine, atropine, and anti-shock treatment 
administered. 
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The author concludes that early control of hemorrhage 
lessens mortality. The mortality rate in the first two hours 
was 14 percent, chiefly due to hemorrhage; mortality in 
patients seen later, 7 percent. The early diagnosis of 
hemothrax and early aspiration are of great importance. 
All cases of chest wounds do not require removal of foreign 
bodies. 


The Use of the Bronchoscope in the Diagnosis of 
Tumors of the Mediastinum, Joun D. Kernan, New 
York. New York State Journal of Medicine, April, 
1921. 

The writer does not claim originality, but as all laryngolo- 
gists do not use the bronchoscope, the information he imparts 
is new to some. The bronchoscope will not replace the 
x-ray and physical examination of the chest, but the broncho- 
scopic findings serve to fill out to a very great extent, the 
picture shaped by other methods, and occasionally make 
possible a diagnosis otherwise obscure. Kernan illustrates 
two points by x-ray and bronchoscopic appearances: first, 
that tumors affecting the trachea, esophagus, bronchi, pleura, 
larynx, thyroid gland, and heart, frequently make changes 
in the bronchoscopic appearance of the trachea and bronchi; 
second that the changes are in location and character more 
or less constant for the particular organ diseased. 

Bronchoscopy and esophagoscopy, merely for examination 
purposes, are not difficult procedures. They can be mastered 
with a little practice, and certainly will pay for the trouble. 
They can be done in the office, though better in a hospital. 
They should be done under a thoroughly aseptic technic. 


Surgical Treatment of Angina Pectoris. (Traitement 
Chirurgical de l’Angine de Poitrine par la Resection du 
Sympathique Cervico-Thoracique). T. Jonnesco (Bu- 
carest) Presse Medicale, March g, 1921. 


The patient was a man of 38 who was both a luetic and 
alcohol and tobacco addict. Jonneseo resected the cervico- 
sympathetic on one side four years ago. There has been no 
recurrence of the original attacks since then. The cardiac 
condition, however, remains unchanged. The author is quite 
convinced of the relative ease and absolute harmlessness of 
this procedure and feels certain that the result obtained 
in the above case certainly indicates it in all similar cases. 


A Note on the Surgical Uses of the Fascia Lata, Cyrit 
H. Curr, Newcastle-on-Tyne. The Britich Medical 
Journal, April 2, 1921. 

The author’s conclusions are based on the uses made by 
the facia lata in the repair of many lesions received during 
the war. He gives the follownig indications: 

_I. In the repair of, or as a substitute for, tendons and 

ligaments : 

(a) Injuries in which there is loss of tendon sub- 
stance, recent or old standing. 

(b) In lieu of dividing and transplanting a healthy 
tendon, in.order to reinforce a paralyzed one, con- 
necting these two by a facial intermediary tendon. 

(c) As a substitute for intrinsic or extrinsic articular 
ligaments—for example, the crucial (Hey Groves) 
and the internal lateral ligaments of the knee. 

(d) As an auxiliary ligament—for example, in lieu of 
tendon fixation for a “dropped” foot—a Y-shaped 
fascial ligament may be employed; or in recurrent 
dislocation of the shoulder a facial “sling” passed 
through the quadrilateral space may be used, or it 
may be passed through a hole drilled in the head of 
the humerus and the acromion process. 

2. For clothing an area which has been deprived of its 
normal covering tissue. 

(a) After the excision of adherent scars. 

(a) In the abdomen, after extensive resections of the 
colon, to aid in “peritonization.” 

(c) In arthroplasties, interposed between the two raw 
bony surfaces (Murphy). 

(d) As a sheath to protect a nerve suture. 

(e) In gunshot or other injuries of the skull, where 
there has been extensive loss of bone and dura mater 
prior to bone grafting. 


3. To reinforce defects in the parietes of the chest, the 
abdomen, and of vessels. 
(a) To cover in a lateral defect in a vessel wall. 
(b) In repair of the urethra, after excision of stricture. 
(c) In closure of fecal fistulae and ventral hernia. 
where parietes are deficient. 
(d) In reconstruction of an intercostal space in hernia 
of the lung. 

Physical Therapeutics from the Surgical Standpoint. 
J. Stuart Ross, Tynecastle. Edinburgh Medical Jour- 
nal, April, 1921. 

From the point of view of remedial as apart from opera- 
tive treatment, we have to do in essence with four condi- 
tions. (a) Fibrositis and resulting deformities, such as take 
place in miuscles, ligaments, and scars. (b) Loss of power 
in one or more muscles, due to scars, paralysis, or faulty 
cerebration. (c) Nerve injuries. (d) Persistent sinuses or 
other unhealed wounds. 

Among the remedial measure the first place is given to 
massage for the following reasons:—It (a) removes the 
products of inflammation; (b) improves circulation; (c) 
relieves pain of a neuritic or rheumatic type; (d) breaks 
down adhesions; (e) relaxes muscle spasm. 

Under exercises, which is next taken up, the author prefers 
passive movement. In dealing with muscles, there is much 
more than mere mechanics to consider. Swedish remedial 
exercises are advocated in certain cases if guided by sound 
medical advise. 

Electrical treatment. Only two forms, galvanism and 
faradism, and an occasional sinusoidal current, are to be 
regularly recommended. Diathermy is one of the most strik- 
ing of all physical methods. Thermo- and photo-therapy 
render the part in ideal condition for massage or passive 
movements. Graduated splintage is essential in the late 
stages of injuries such as are seen in pensions work today. 


The Treatment of Intranasal Suppuration. E. Ross 
FAULKNER, New York City. New York State Journal 
of Medicine, April, 1921. 

The treatment of intranasal sinus disease falls naturally 
into two subdivisions, operative and non-operative. In sup- 
purative conditions, it is essential to promote free drainage, 
and this is difficult to attain in the various intranasal sinuses. 
As the natural drainage openings are not placed in a depend- 
ent position, when any inflammatory process occurs, the 
natural drainage is apt to become occluded, causing acute 
sinusitis. It is essential, therefore, that the first principle of 
treatment should be directed toward emptying the cavities 
of their secretion. 

The writer tabulates indications for operation of sinuses 
based on clinical symptoms as follows: (1) Certain acute 
cases with very severe, persistent pain and high tempera- 
ture, or symptoms pointing to extension to the orbit or 
cranial cavity. (2) Chronic cases with profuse purulent dis- 
charge which will not clear up on treatment. (3) Cases with 
slight discharge, but with frequent acute exacerbations, with 
chronic headache and malaise. (4) Cases with ozena. (5) 
Cases with nasal obstruction due to polypi, especially if 
associated with asthma. (6) Cases where suppuration in 
sinuses acts as a focal infection usually manifested by eye 
or joint symptoms. (7) Cases with involvement of nerves, 
proximal to the sphenoid and posterior ethmoid sinuses. 
The nerves most commonly affected are the optic or sixth, 
but the third, fourth or fifth may sometimes be involved. 
(8) Cases with signs of extension to the orbit, or cranial 
cavity, or with an external fistula indicating necrosis. (9) 
Cases with the mucocele either causing nasal obstruction or 
pointing externally. 

An Exceptional Cause of the Retro-Parotid Syndrome. 
(Une Cause exceptionelle des Syndromes Retro-Paro- 
tidiens). E. Cuasrot L. DuFouRMENIEL and MICHEL. 
Paris Medicale, March 12, 1920. 

The authors report a case of tonsillar abscess which 
gradually subsided under the usual expectant treatment. In 
a week, however, a phlegmonous angina developed, gradu- 
ally spreading until a typical retro-parotid syndrome was 
present. The ninth, tenth, eleventh and twelve cranial nerves 
were all involved, complete atrophy occurring. The sympa- 
thetic, however, was not involved. The disturbances in 
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swallowing were so severe that the patient soon died of 
inanition. 

The case is reported to show how dangerous a tonsillar 
abscess can be and with what fatal results the inflammation 
can proceed. It is therefore imperative to treat all tonsillar 
abscesses surgically as early as possibly. 


Recurrent Hernia: the Operaticns for its Cure, A. W. 
SHEEN, Cardiff, The Lancet, April 9, 1921. 

After having operated upon a number of cases of re- 
current hernia, the author deduces that the cause of recur- 
rence in indirect hernia is the non-removal of the deeper 
part of the sac; that an occasional cause may be a small 
sac not having been found; other recurrences are those of 
direct hernia; that in a few cases an original indirect hernia 
has been cured, but a direct hernia has been present at the 
original operation or has developed subsequently. 

To operate for hernia, the writer first seeks for the sac 
in the region of the internal ring. After reaching the ex- 
ternal oblique aponeurosis, it is incised from the external 
ring % inch and retracted. The cord coverings are next 
opened, close to where the internal oblique edge crosses over 
the cord, and the internal oblique divided in the line of the 
canal outwards for about an inch. A sac, if present, is found 
and the outermost part of its neck reached without any re- 
traction. The sac is then followed down and isolated by 
splitting the coverings and dissecting them off. The sac 
is then opened and the finger passed inside, and hooked 
round on the peritoneal surface, and its point pushed for- 
ward against the peritoneum and transversalis fascia on 
the inner side of the deep epigastric vessels, thereby de- 
monstrating a direct hernia if present and its size, and feel- 
ing the width of the gap between the conjoined tendon and 
Poupart’s ligament. The appendix can now often be removed 
on the right side through the sac opening. Lipomata are 
removed. Where there is an indirect, and no direct hernia, 
the operation is continued by removing the sac flush with 
the parietal peritoneum (taking care to go deeper than any 
circular white thickening on its interior wall) and closing 
the peritoneal wound. Then the cut internal oblique and the 
coverings of the cord are sutured, the internal oblique and 
the conjoined tendon drawn down to Poupart’s ligament as an 
additional safeguard, and the external oblique closed. The 
cord is as little interfered with as possible, and remains in 
its natural position. 

How May We Reduce the Mortality in Appendicitis? 
Maurice Kaun, Los Angeles Medical Record, April 
30, 1021. 

The author, after quoting statistics of Patterson, Kakels, 
Turner, Wood, and Morph, records 307 cases to show the 
high rate of mortality in late cases. Ninty-three cases were 
acute, average time 24 hours, with no deaths; 19 cases, local 
peritonitis, 36 hours, no death; 74 cases gangrenous, 38 hours, 
no death; 35 cases, diseased appendix, 3% days, 6 deaths; 
86 cases, abscess, 4% days, 3 deaths. One hundred of these 
patients give the history of having had one or more pre- 
vious attacks. The surgeon is not culpable, but acquits him- 
self creditably if given a fair trial. Procrastination which 
permits a case to develop complications, is the cause of 
death in this disease. When a case of appendicitis has pro- 
gressed to the state of abscess, the indications are that some- 
one has mismanaged. The diagnosis is frequently missed 
in its early stages, because the general practitioner sees many 
cases of indigestion and comparatively few of appendicitis, 
so the habit develops of assuming cases of abdominal pain 
to be simple, until proven serious. In summarizing, the 
author states that there is only one treatment for appen- 
dicitis,—surgery. Inasmuch as the progress of a given case 
defies prophesy, there is only one time to operate—im- 
mediately following diagnosis. Reliable statistics show a 
mortality of from 10 to 20 per cent in appendicitis. Sixty 
percent are early cases in which the infection is within the 
confines of the appendix, and there are practically no deaths. 
Forty percent of those operated upon are late cases, after 
the infection has spread beyond the confines of the appen- 
dix, and it is this class which gives us our mortality. The 
present high mortality could be greatly reduced by timely 
intervention, but early diagnosis is essential in order that 
early operation may be performed. 


Book Reviews 


Plastic Surgery of the Face, Based on Selected Cases of 
War Injuries of the Face, including Burns. By H. D. 
Giiuigs, C.B.E., F. R. C. S., Major R-A-M.C., Surgical 
Specialist to the Queen’s Hospital, Sidcup; Surgeon in 
Charge of the Department for Plastic Surgery; and Late 
Surgeon in Charge of the Ear, Nose and Throat Depart- 
ment, Prince of Wales’s Hospital, Tottenham; Late 
Chief Clinical Assistant, Throat Department, St. Bar- 
tholomew’s Hospital; Hon. Fellow, National Dental 
Society of America. With Chapters on the Prosthetic 
Problems of Plastic Surgery by Cart W. KeEtsey Fry, 
M.C., R.A.M.C., Senior Dental Surgeon, Queen’s Hos- 
pital, Sidcup; Senior Demonstrator and Dental Officer 
in Charge of the Prosthetic and Metallurgical Depart- 
ment, Guy’s Hospital; and Remarks on Anesthesia by 
Cart. R: Wave, R.A.M.C., Late Senior Anesthetist, 
Queen’s Hospital; Assistant Anesthetist, St. Bartholo- 
new’s Hospital; Anesthetist, Great Northern Central 
Hospital. Quarto; 400 pages; 844 illustrations. London: 
Henry Frowpe, Hopper AND STOUGHTON, 1920. 

The war has given us many excellent monographs and 
books on facial plastic and reconstructive surgery, in Eng- 
lish, French and German. Some of these, like this re- 
markable work of Gillies’ have come from that brilliant 
galaxy of workers at the Queen’s Hospital at Sidcup, where 
these cases were largely segregated from the British and 
Dominion Armies. But of the various books on the repair 
of maxillo-facial injuries that have come to our notice none 
compares with this splendid work. 

It is not written in the familiar form of a treatise, and 
yet it contains all that—and more than—such a treatise would 
be expected to comprise. But a few pages (Chapter I) are 
devoted to the general discussion of Principles. All the rest 
is a beautiful atlas, and detailed description, of selected cases. 
It is in the reports of these cases, recording, as they do, all 
the many problems—mechanical and surgical—that arise in 
facial mutilations, and the procedures, successful and un- 
successful, by which they were met, that are unfolded the 
details by which the principles of Gillies’ methods are applied. 
These details are conveyed to the reader not merely by 
description and by the photographs;wherever necessary line 
drawings are also introduced to illustrate the plan of opera- 
tion. Of the splendid photographs themselves, demonstrat- 
ing the progress of the cases from their outset, through 
various stages to the end-result, too much cannot be said in 
praise. The work of a non-commissioned officer, they 
were taken with pains to show, and not to conceal, disfigure- 
ment, and are reproduced without retouching. In very 
many of these cases the injury was so extensive, so repul- 
sively mutilating, that the manufacture of shapely, living 
features would seem well-nigh impossible. Even in these, the 
results are truly wonderful, the photographs amply testify- 
ing to the surgical wizardry of this master of the plastic 
art. 

The cases are grouped to illustrate the various problems 
in mutilations of the cheek, the lips, the chin, the upper 
and the lower jaw, the nose, the eye regions, the ear. 
Gillies describes several plastic procedures, with neighboring 
flaps, with the auricle itself and with implantation of shaped 
rib cartilages, in restoring deformities of the pinna. This 
section is brief, however; Gillies remarks that “defects and 
burns of the pinna form a small proporation of facial 
injuries” and “the ear defect in a severe burn is a minor 
part of the disfigurement and does not usually justify the 
time and trouble that its cure requires”. There is a well- 
considered chapter on Prosthetic Appliances in Relation to 
Plastic Surgery, as they concern the replacement of large 
bony and dental losses in the mouth and the temporary 
support of flaps for the restoration of the nose or of 
“epithelial inlays” for the orbit. The employment of these 
prostheses is further described in the case reports. The 
concluding chapter on Plastic Surgery in Civil Cases is very 
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brief but highly suggestive. It indicates the possibilities of 
the methods employed in facial restoration. for contractures, 
large ulcers, rebellious urethral stricture, imperforate anus, 
extrophy of the bladder, etc. 

Several advances in plastic surgical methods were develop- 
ed by Gillies and his co-workers at the Queen’s Hospital, and 
Gillies himself originated the very important and highly 
useful “tubed pedicle”, the “epithelial outlay” (an adaptation 
of Esser’s “epithelial inlay” to surface use. as in the cure 
of ectropion), and the employment, to replace extensive loss 
of ascending and horizontal rami of the mandible, of the 
seventh or eighth rib on the opposite side and its attached 
cartilage—replacing the angle of the jaw by the angle in the 
cartilage and effecting a false joint in the glenoid region, 
thus form and function both being restored. 

So fascinating is this work, and so well written, that one 
might be tempted to read it through steadily. That would 
be a mistake; each case description is so full of “meat”, so 
replete with important details, that the volume should be 
read slowly, intermittently, and “digested” thoughtfully. 

We know of no more valuable contribution to the book 
literature of recent surgery than Major Gillies’ “Plastic 
Surgery of the Face.” a 


Operative Gynecology. By Harry Srurceon CrossEn, 
M.D., F.A.C.S,, Associate in Gynecology, Washington 
University Medical School, and Associate Gynecologist 
to the Barnes Hospital; Gynecologist to St. Luke’s 
Hospital, St. Louis Maternity Hospital, and Bethesda 
Hospital ; Fellow of the American Gynecological Society 
and of the American Association of Obstetricians and 
Gynecologists. Second Edition. Royal octavo; 717 
pages; 834 illustrations. St. Louis: C. V. Mossy Com- 
PANY, 1920. 

In reviewing the first edition of this admirable work (the 
Journat, August, 1915), we referred to its excellent fea- 
tures, pictorial and textual. We know no work in English 
that is a better guide in the technics of individual gynecologic 
operations and in the selection of operation according to 
indications, that is to say, the adaptation of the surgical pro- 
cedure to the pathological conditions. An important feature 
of that edition was the classification, on these lines, of the 
various operations for retrodisplacement of the uterus. 

In the second edition Crossen has similarly classified the 
operations for prolapse, describing them under anatomical 
terms rather than by the name or names of their originators 
or modifiers. 

The work has been brought quite up-to-date. It is enriched 
by over 60 new illustrations, nearly all of them, like most of 
the others, the excellent work of Mr. Ivan F. Summers. 


The American Illustrated Medical Dictionary. By W. 
A. NeEwMAN Dorvanp, A.M., M.D., F.A.C.S., Mem- 
of the Committee on Nomenclature and Classification 
of Diseases of the American Medical Association; 
Editor of “American Pocket Medical Dictionary.” 
Tenth Edition. Royal octavo; 1201 pages; flexible 
cover. Philadelphia and London: W. B. SAunpeEr$ 
CoMPANY, 1921. 

The nomenclature and terminology of the arts and sciences 
undergo a more or less steady growth and alteration. This 
is especially true in medicine, an ever-developing science that 
draws so largely from all the other sciences. Our diction- 
aries, therefore, need to be revised frequently to keep them, 
for a time, complete and up-to-date. Thus Dorland’s stand- 
ard dictionary, which has been reprinted very often, has 
been revised nine times in twenty years. 

This tenth edition defines several hundred new terms, and 
many other definitions and descriptions have been amplified. 
An extremely valuable feature of the dictionary is to be 
found in the historical notes. Thus, after many terms, 
eponymic and otherwise, is a parenthetical note of the name 
of the inventor or discoverer or, in other cases, of the 
originator of the term. These historical references, and 
other contributions to the work, were supplied by Dr. Field- 
ing H. Garrison, the well-known medical historian and biblio- 
grapher. 

Another very useful feature, not, however, new in this 
edition nor unfamiliar to other medical dictionaries, is the 
collection under single headings, in the form of tables or 


descriptions or classifications, of much collateral informa- 
tion. There are about 150 such headings whereunder are 
grouped large numbers of correlated data. 


Roentgen Interpretation, A Manual for Students and 
Practitioners. By GeorceE W. Hotmes, M.D., Roentgen- 
ologist to the Massachusetts General Hospital and In- 
structor in Roentgenology, Harvard Medical School, and 
Howarp E. Ruccies, M.D., Roentgenologist to the 
University of California Hospital and Clinical Pro- 
tessor of Roentgenology, University of California Medi- 
cal School. Second Edition. Ociavo; 228 pages; 184 
illustrations. Philadelphia and New York: Lea & 
FEBIGER, 1921. 

When the first edition of this work appeared two years 
ago we welcomed it as an admirable manual, a reliable 
guide. It is not exhaustive; on the contrary, it is a con- 
densed presentation of the salient factors in roentgen diag- 
nosis. 

This edition shows no extensive changes. Although en- 
larged by about twenty pages it is still, in form and in sub- 
stance, a convenient manual, a handy book for rapid refer- 
ence. The revision has been largely in the introduction of 
new matter. For example, in the chapter on Bone Path- 
ology there have been added paragraphs on chloroma, 
Koehler’s disease, hypertrophic pulmonary osteoarthropathy, 
halisteresis (bone atrophy), and changes associated with 
nerve lesions. The biliography of bone lesions has also been 
much enlarged. Good as this chapter is, it deserved more 
space in which to describe the roentgenoscopic differentiation 
between, for example, chronic ostemyelitis of pyogenic 
origin, in its various aspects, and chronic bone syphilis, be- 
tween gumma and sarcoma of the bone, between benign bone 
cysts and maligant neoplasms, the reading of the shadow in 
syphilitic periostitis, pyogenic osteo-periostitis, and early per- 
iosteal sarcoma, etc. The roentgenogram of a syphilitic dacty- 
litis (fig. 39) should have been contrasted with one 
of a spina ventosa. Bone abscess is mentioned but 
in passing, without illustrations and with insufficient de- 
scription of causation, varieties and recognition. The para- 
graph on typhoid bone infection is also too brief: neither 
the “shirt-stud” nor the deeper typhoid abscess is referred to. 
One cannot provide an insight into the interpretation of 
roentgenograms of various phases of chronic osteomyelitis 
in three brief paragraphs. We have discussed this chapter 
especially because it seems a pity that in so weil-conceived 
and useful a work on Roentgen Interpretation more space 
was not devoted to the differential diagnosis of bone lesions. 
The roentgen interpretation of bone lesions is often as 
delicate as it is important, and serious mistakes are not sel- 
dom made. The addition to this chapter of ten or twenty 
pages describing more in de‘ail the reaction of the periosteum, 
the bone cortex, the medulla, the epiphysis, to various lesions, 
and contrasting, by description and by illustration, these re- 
actions from the standpoint of differential diagnosis, would 
make of this chapter what it falls short of being. It is 
evident that the authors sought to produce neither a treatise 
nor an atlas, but they might expand their work a bit in the 
direction we have indicated and still keep it a manual. 


Electro-Therapeutics for Practitioners, Being Essays on 
Some Useful Forms of Electrical Apparatus and on 
Some Diseases which are Amenable to Electrical Treat- 
ment. By Francis Howarp Humpmris, M.D. (Brux), 
F.R.C.P. (Edin) ; M.R.C.S. (Eng), L-R.C.P. (London), 
L.M. (Rot. Dublin), D.M.R.E. (Cantab), Late Officer 
in Charge X-ray and Electro-Therapeutics Department, 
3rd London General Hospital; Captain, R.A.M.C. (T.F.) 
etc. Second Edition. Small octavo; 300 pages; illus- 
trated. London: Henry Frowpe; Hooper & StoucH- 
TON, 1921. ; 

There is a common sense attitude pervading this volume 
which gives it a special value to general practitioners. There 
is no “claim everything” policy, but a reasonable presenta- 
tion of theories and results. Considerable new material has 
been introduced and there has been a marked expansion of 
the field of discussion through rewriting various chapters and 
bringing them up to date. 

This is far from being a text-book, but it is a useful 
volume on indications for electro-therapeutics. 
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